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MORE 
SHIZURES 


until DIAMOX was added to the regimen, 56 epileptic children had 
proved refractory to standard anticonvulsant therapies. Then almost 
80 per cent responded with striking decrease in frequency, number 
and severity of seizures of all types—with 35 cases in the complete 
remission group. 

Control was usually prompt, with results often apparent within hours. 
Some cases were maintained seizure-free for as long as 20 months 
on DIAMOX. 

Despite length of therapy and large dosages, side effects were few 
and not serious. However, desirable associated effects, such as im- 
proved disposition and increased mental capability, were noted in a 
number of cases. 

Supplied: Scored tablets of 250 mg. 


1. Holowach, J., and Thurston, D. L.: J. Pediat. 53:160, 1958 Acetazolamide Lederle 
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8 NEW BOOKS IN 
NEUROLOGY 
TO ADD TO 

OUR BIG LIST 


Publishing Books and 


Monographs Is Our Business 


“ALLERGIC” ENCEPHALOMYELITIS edited 
by Marion W. Kies, National Inst. Health, 
Bethesda, and Ellsworth C. Alvord, Jr., Baylor 
Univ. Discussions built around twelve prepared 
speeches represent the heart of the book. Con- 
tributors included 60 investigators from all over 
the world distinguished for significant work in 
histology, immunology, neurology, and biochem- 
istry. Here is the newest information on the 
etiology and pathogenesis of “allergic” encephalo- 
myelitis, both as produced in experimental ani- 
mals by injection of brain-containing vaccines 
and as occurring in man following rabies-vaccine 
or other vaccine injections and exanthematous or 
other infections. Pub. April °59, 590 pp., 257 
il., $13.50 


THE PROCESS OF AGING IN THE NERV- 
OUS SYSTEM edited by James E. Birren, 
Henry A. Imus, and William F. Windle. 
Foreword by Pearce Bailey. All of the National 
Institutes of Health, Bethesda. The fifth mono- 
graph in a series of publications of Symposia in 
Neuroanatomical Sciences. These proceedings 
brought together as participants scientists of 
many disciplines who are actively engaged in 
research on basic aspects of the problem, “the 
biological changes taking place in the nervous 
system with passage of time.” An _ impressive 
roster of contributors. Pub, May °59, 240 pp., 
43 il., $7.00 


CLINICAL NEUROPHYSIOLOGY by John 
Marshall, Univ. Edinburgh. Neurologists will be 
delighted with this accurate but easily readable 
account of present-day neurophysiology. Not 
burdened with numerous references! Prepared 
specifically for the clinician who wants a sufficient 
background of knowledge to enable him to view 
his clinical practice from a scientific standpoint. 


Pub. April °59, 304 pp., 323 il., $8.00 


THE CRANIAL NERVES: Anatomy and 
Anatomico-Clinical Correlations by Alf 
Brodal, University of Oslo, Norway. Professor 
Brodal’s treatment of THE CRANIAL NERVES 
is characteristic of the wide range of his knowl- 
edge and interests. While pursuing original 
anatomo-physiological research, he manages to 
give short yet comprehensive descriptions of the 
structure, functions, and disfunctions of the 
nervous system. A work “to which every neu- 
rologist may turn with confidence for informa- 
tion."—jfrom the Foreword by Mogens Fog, 
Professor of Neurology, University of Copenhagen. 
Publication date June °59 


ANASTOMOSES BETWEEN THE LEPTO- 
MENINGEAL ARTERIES OF THE BRAIN 
by Henri M. Vander Eecken, University of 
Ghent, Belgium. Prefaced by Raymond D. 
Adams, Massachusetts General Hospital, Boston. 
With the intense interest now being shown in 
vascular diseases of the human brain, this trans- 
lation from the Flemish will find a_ receptive 
audience. Writing with the highest standards of 
precision and clarity, Dr. vander Eecken has 
provided the neurologist with a penetrating 
analysis of the main problems of neuropathology. 
No one is better prepared than he to approach the 
study of the problem which he treats here. 


Pub. April 59, 180 pp., 110 il., $7.50 


CEREBRAL ANGIOGRAPHY IN THE MAN.- 
AGEMENT OF HEAD TRAUMA by Charles 
A. Carton, Montefiore Hospital, New York. A 
scholarly work resulting from the author’s dissat- 
isfaction with trephination as the classical ap- 
proach to the problem of intracranial bleeding in 
acute trauma. Specific INDICATIONS and CON- 
TRAINDICATIONS for angiography in the acute 
trauma patient are discussed together with an 
analysis of complications and deaths in the 
author’s series. Includes an exhaustive review of 
the literature. Pub. May °59, 176 pp., i17 il. 
figs., (Amer. Lec. Neurosurgery), 


THE INNERVATION OF MUSCLE: A Bi- 
opsy Study by C. Coérs, Brussels University, 
and A. L. Woolf, Midland Center for Neuro- 
surgery, Smethwick, England. NEW TECH- 
NIQUES OF BIOPSY set out in detail. FULLY 
DEMONSTRATES the intramuscular nerve end- 
ings and the myoneural junction. A NEW 
CHAPTER IN NEUROPATHOLOGY! Of great- 
est value to all who have to treat diseases of the 
lower motor neurone. OVER 450 BIOPSIES! 
Pub. April °59, 166 pp., 294 il. (16 in 
color), $9.00 


NEUROLOGICAL COMPLICATIONS _ IN 
LYMPHOMAS AND LEUKEMIAS: A Clinical 
Study and Review of the Literature by Henry 
M. Williams, Henry D. Diamond, Lioyd F. 
Craver, and Herbert Parsons, all of The Me- 
morial Center for Cancer and Allied Diseases, New 
York City. Includes a detailed analysis of 745 
patients with neurological complications of 
lymphoma or leukemia. Particular attention given 
to spinal cord lesions occurring in these diseases. 
PATHOGENESIS, PATHOLOGY, CLINICAL 
PRESENTATION, LABORATORY FINDINGS, 
TREATMENT, AND PROGNOSIS are consid- 
ered. Based on experience derived from 5,778 
patients with lymphomas and leukemias seen at 
the Memorial Center for Cancer and Allied Dis- 
eases over the past 30 years. Pub. May °59, 
(Amer. Lec. Tumors) 
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Instructions to Contributors 


Articles, book reviews, and other materials for publication should be addressed to the Chief 
Editor. Articles are accepted for publication on condition that they are contributed solely to this 


journal. 


An original typescript of an article, with one carbon copy, should be provided; it must be 
double or triple spaced on one side of a standard size page, with at least a l-inch margin at 


each edge. Another carbon copy should be retained by the author. 


The main title of an article may not contain more than eighty characters and spaces; a 
subtitle may be of any length. 


The author’s name should be accompanied by the highest earned academic or medical 
degree which he holds. If academic connections are given for one author of an article, such 
connections must be given for all other authors of the article who have such connections. 


If it is necessary to publish a recognizable photograph of a person, the author should 
notify the publisher that permission to publish has been obtained from the subject himself 


if an adult, or from the parents or guardian if a child. An illustration that has been published 


in another publication should be accompanied by a statement that permission for reproduction 


has been obtained from the author and the original publisher. 


Oversized original illustrations should be photographed and a print on glossy paper sub- 
mitted. Prints of a bluish tinge should be avoided. Large photomicrograph prints will be re- 
duced in scale unless portions to be cropped are indicated by the author. The author should 


submit duplicate prints of roentgenograms and photomicrographs with the essential parts that 


are to be emphasized circled, as a guide to the photoengraver. 


Lettering should be 


Charts and drawings should be in black ink on hard, white paper. 
large enough, uniform, and sharp enough to permit necessary reduction. Glossy prints of x-rays 
are requested. Paper clips should not be used on prints, since their mark shows in reproduc- 
tion, as does writing on the back of prints with hard lead pencil or stiff pen. Labels should 
be prepared and pasted to the back of each illustration showing its number, the author’s name, 
and an abbreviated title of the article, and plainly indicating the top. Charts and _ illustrations 
must have descriptive legends, grouped on a separate sheet. Tables must have captions. IL- 


LUSTRATIONS SHOULD BE UNMOUNTED. 


References to the literature should be limited to those used by the author in preparation of 
the article. They should be typed on a special page at the end of the manuscript. The citation 
should include, in the order given, name of author, title of article (with subtitle), name of peri- 
odical, with volume, page, month—day of month if weekly or biweekly—and year. References 
to books must contain, in the order given, name of author, title of book, city of publication, 


name of publisher, and year of publication. 
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ROCHE 


discoverer of the therapeutic effects 
of amine oxidase regulators 
announces 


vw Marplan 


® clinically well tolerated 
® therapeutically useful 


an active amine oxidase regulator 
for the relief of moderate to deep depressions. 


Marplan has already been evaluated in over 4000 patients and has demon- 
strated marked beneficial effects in the treatment of moderate to deep depressions. 
Evidence to date indicates that Marplan, an analog of iproniazid, may also be 
therapeutically valuable in a number of important acute and chronic medical 
conditions. 


A wide variety of psychiatric disorders with associated symptoms of depres- 
sion, with or without withdrawal or regression, respond to the therapeutic action 
of Marplan. 


Since June, 1958, Marplan has been administered by approximately 300 clini- 
cians to more than 4000 patients. The over-all improvement rate in all types of 
psychiatric disorders to date is 66.2 per cent, i.e., 1621 out of 2449 evaluated cases.! 
“Depression of mood and somatic preoccupation were less pronounced, concen- 
tration improved, irritability lessened and the patients appeared to be more 
relaxed.” 


Even in chronic schizophrenic patients, individual cases with dramatic responses 
have been recorded. Such unusual results are most gratifying for the patient 
involved, even though the over-all incidence of recovery in these malignant 
psychoses is not high. 

Administration and Precautions: Complete literature giving detailed dosage, 
side effects and precautions should be consulted before Marplan is prescribed. 
This information is available on request from Roche Laboratories. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


References: 1. Clinical reports on file, Roche Laboratories. 2. 1. Kimbell, paper read at Cooperative 
Chemotherapy Studies in Psychiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 1959. 
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Bea ROCHE LABORATORIES Division of Hoffmann-La Roche Inc + Nutley 10 + N.J. 
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new...simple tablet therapy helps remove 
mild to severe depressions rapidly 
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Nardil 


brand of phenelzine dihydrogen sulfate 


rapidly: Antidepressant activity apparent 
within the first few days; self-deprecatory feel- 
ings, sadness, repetitive thinking, psychomotor 
inhibition and suicidal ideation rapidly sub- 
side; complete remission usually occurs within 


2 to 6 weeks. 
correctively: Helps remove the depres- 


sion itself, does not merely mask the symptoms. 
Nardil is a potent, but well tolerated, mono- 
amine oxidase inhibitor with preferential dis- 
tribution to the brain—not the liver—which 
readily passes the blood-brain barrier. Excel- 
lent antidepressant therapy when, in your 
judgment, ECT may be undesirable or unnec- 
essary. Nardil “...clearly compares to elec- 
troconvulsive therapy in scope, rapidity of 
action and freedom from serious side effects.” 


with low toxicity: No recorded inci- 
dent of toxicity to liver, kidneys or blood! in 
thousands of cases to date. Side effects are only 
mild and transient. An occasional postural hy- 
potension is managed easily and traditionally. 


Indications: Nardil has been found to produce 
its best clinical results in mild to severe depres- 
sions of either the larval or overt type, and in 
depressions associated with chronic diseases such 
as angina pectoris and rheumatoid arthritis. 

Nardil has also been found to improve the 


depressed phase of affective (manic-depressive) 
psychosis. It is also of value in relieving the de- 


usually restores 
the depressed, 
despondent 

or suicidal patient” 


pression of catatonic schizophrenics, although 
not affeciing the psychosis per se. 


_ Side Effects: Occasional side effects which have 


been reported include postural hypotension in 
those patients whose pretreatment pressure is low, 
nausea, ankle edema, delayed micturition and 
constipation. These can be adequately managed 
by appropriate adjunctive therapy, or will abate 
as dosage is reduced to the maintenance level. 


Caution: Even though there have been no signifi- 
cant reports of toxic effects on the liver with the 
use of Nardil, as a matter cf caution, patients 
should be carefully followed with liver profile 
studies and the drug should be withheld or used 
with extreme care where the patient has a history 
of liver disease or where liver damage is present. 
Also, hypotensive patients should be closely 
supervised. 

Dosage: Starting dose is one 15 mg. tablet three 
times a day. Improvement is usually seen within 
one week, After maximum benefit is achieved, the 
dosage should be reduced slowly over a period of 
several weeks to a maintenance level as low as 
15 mg. a day. For the occasional patient who does 
not respond to the above starting dose an addi- 
tional one or two tablets may be given at bedtime. 


Supplied: 15 mg. orange-coated tablets, bottles 
of 100. 
References: 1. Sainz, A.: The Phrenopraxic Activity of 


a Non-noxious Antidepressant, Ann. New 


York Acad. Sc. (in press) 1959, 2. Thal, 
N.: Cumulative Index of Antidepressant 
Medications, Dis. Nerv. System 20:197 
(May) 1959. 3. Saunders, J. C.; Rou- 
kema, R. W; Kline, N. S., and Bailey, 
S. d’A.: Clinical Results with Phenel- 


zine, Am. J. Psychiat. (in press) 1959. 


iF 
iy 
3 
| 
9/ 
j 


an important problem 
in today’s living! 


The following articles from TODAY’S @EAIF A 
available in one pamphlet for 50 cent 


are ng 


ALCOHOLICS ANONYM@ Written fj the standpoint A a member, the basic treat- 
ment procedures are de@gribed ana tne h&logical problems@gpfronting the alcoholiclag 
discussed. 


OF THE LIVER. Relationship eep shol, di fi od 
differences. by Russell S. Bona 


ALCOHOL AND CIRRHC 


cirrhosis. Increasing stress on nu 


HOW TO HELP A PROBLEM DRINKERS@imderstanding the alcoholic’s capabilj ee 
necessity of help, causes of his condition. wie! A. Strecker and Francis T. hast Jr. 


THE TREATME : COHOLISM@tracing the steps from convipf@e the alcoholic 
that he is sick throu treat Lewis Inman Sharp 


CONDITIONED REFREX TREATMENT OF CHRONIC ALCOHOLISM. place 
among methods of treatmé@@g today, its development and correlation with personality factors 
by Walter L. Voegtlin 


INSTITUTIONAL FACIE 
parative differences, in drinki 
treatment, lack of trained 


ES FOR THE TREATMENT OF ALCOHOLISM. 
ith the last century, new establishments and p 
el. by E. H. L. Corwin 


ods of 


16 pages, 20 cents 


HOW EXPERTS MEASU 
room case. by H. A. Heise, 8 pages, 15 cents 


TWELVE STEPS FOR ALCOHOLICS. A fran 
behavior. by Richard Lake, 6 pages, 10 cents 


address requests to... 
ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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other pamphlets available 

ALCOHOLIS ASE. A disgussion by the Chairman of A.M.A.’s mittee 4 
S on Alcoholism. by Marvin A. Block, age ts a 4 
1 AM THE WIDOW OF AN ALGOHQC. articles combing? by Virginia Conroy, 
N transcNpegaw an actual court- 

BARBITURATES, BOOZE AND OBITUARIES. A discussiogfof Whef4angers of mixing 
: alcohol and barbiturates. by Donald A. Dukelow, 4 pages, 10 ee 
Hiscy@mion of the meaning of an alcoholic 


one dose in the morning 
provides full therapeutic effect 
all day 


THORAZINE*® SPANSULE’ CAPSULES 


brand of chlorpromazine brand of sustained release capsules 


24-hour effect is provided by repeating the morning dose in the 
late afternoon or evening. 


Five strengths: 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 


Smith Kline & French Laboratories ? leaders in psychopharmaceutical research 
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NEUROPSYCHIATRIC INSTITUTIONS 
SPECIAL SCHOOLS and SANITARIA 

Advertising in 
A.M.A. Archives of GENERAL PSYCHIATRY 


Display announcements of the following institutions appear regularly in A. M. A. 
Archives of GENERAL PSYCHIATRY. For advertisements of those institutions which 
run on an every-other month basis it would be necessary to consult the advertising 


section of a previous or subsequent issue. 


James Martin Woodall, M.D., Medical Director 


Dr. Groves B. Smith, Superintendent 


DEVEREUX FOUNDATION ..................Santa Barbara, Calif.—Devon, Pa. 
Edward L. French, Ph.D., Director 


Dr. J. Dennis Freund, Medical Director 


O. B. Jensen, M.D., Superintendent and Medical Director 
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Samuel Liebman, M.D., Medical Director 
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working together 


THE THE 
PSYCHIATRIST PATIENT 


— mentally alert 
and responsive 
to therapy 


‘frilafon 


for greater access to disturbed minds 


AND 


Dosage: Depending on the severity of the condition and 
individual response, 8 to 16 mg. two to four times daily. 
Consult Schering literature for other indications, as well 
as for details on precautions and contraindications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 
and 500; 16 mg., bottle of 500. REPETABS,® 8 mg.— 
4 mg. in the outer layer and 4 mg. in the timed-action 
inner core, bottles of 30 and 100. TRILAFON® Injection 
—5 mg., ampul of 1 cc., boxes of 6 and 100; 10 cc. vial, 
5 mg./cc., boxes of 1 and 10. TRILAFON Concentrate — 
16 mg./5 cc., bottle of 4 0z., with graduated dropper. 
TRILAFON Suppositories—4 and 8 mg., boxes of 6.. 


SCHERING CO} TION « BLOOMFIELD, NEW J 
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() sve SPECIALTY JOURNALS 


PUBLISHED MONTHLY ; 
BY THE AMERICAN MEDICAL ASSOCIATION — 


NEUROLOGY 


GENERAL PSYCHIATRY | 

"SURGERY 

“PATHOLOGY 

tr DISEASES OF CHILDREN 

OPHTHALMOLOGY 

INDUSTRIAL HEALTH | 


<a DERMATOLOGY 


INTERNAL MEDICINE 


OTOLARYNGOLOGY 
Bs Each journal offers the latest medical research and developments of outstanding specialists. nw 
7 Edited for the doctor by prominent authorities in each special field, these journals are of ' 
a value not only to the specialist but to the general practitioner as well. 
e To order your subscription to one of the A.M.A.’s specialty journals use the form below, 
U.S.A. & Outside 
AMERICAN MEDICAL ASSOCIATION (One year rates) Possessions Canada U.S.A. & 
535 North Dearborn Chicago 10 Py 
A.M.A, Arch. Neurology ..... 14.00 $14 15 
Please subscription to wed specialty at right. CAMA. Arch, Gen, Paychictry .$14.00 $1450 $15.50 
Remittance for one year two years is enclosed. Arch. Dermatology... 12.00 12.50 13.50 
(CD A.M.A. Arch. Industrial Health. 10.00 10.50 11.50 
NAME A.M.A. Arch. Internal Medicine 10.00 10.50 11.50 
(CD A.M.A, Jrl. Diseases of Children 12.00 12.50 13.50 
ADDRESS. DCLAM.A. Arch. Surgery ....... 14.00 14.50 15.50 
Arch. Pathology ...... 10.00 10.50 11.50 
CITY. ZONE STATE (C0 AM.A. Arch. Ophthalmology.. 12.00 12.50 13.50 


(0 AM.A. Arch. Otolaryngology.. 14.00 14.50 15.50 


14/ 


5 
4 
| 
| 
| 
i | 
| 
| 
| 
= 


YOUR ANSWER MAY Vesprin is an agent of established efficacy for the management of psychotic patients.{n 

schizophrenia, manic states, and psychoses associated with organic brain disease, Vesprin 

controls intractable behavior patterns making patients more accessible to psychotherapy. Ex- 

BE“! DON’T KNOW” | citement, panic, delusions, hostile behavior are moderated to permit early insight for rapid 

progress into resocialization and rehabilitation. Not only is Vesprin a drug of choice for initial 

0 q “VERY S 0 0 N 99 | therapy, but it may prove effective in patients who fail to respond to other phenothiazines. 


Vesprin does not ‘oversedate your patients into sleepiness, apathy or lethargy — and drug- 
induced agitation is minimal. It is relatively free from side effects.!:? Skin eruptions, photo- 
sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 
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creased or decreased according to patient response. See 
literature. Supply: Tablets: 10, 25 and 50 mg., in bottles 
y of 50 and 500. Capsules: 100 mg. in bottles of 50 and 
500. Emulsion: 30 cc. dropper bottles and 120 cc. 
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(10 mg./cc.). Vesprin Injection Unimatic (15 mg in 
' 0.75 cc.). 
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MARCH 5, 2:00 P.M. 
Receiving oral SPARINE. 
MARCH 4, 10:00 A.M. Quiet but alert. Contrite 
SPARINE, I.V., has been given. about smashed window. 
Patient in light sleep. 

Can be awakened readily, 

and responds to questioning. 


SPARINE quickly controls acute psychotic episodes, then maintains 
control while definitive psychiatric treatment is provided. SPARINE 
facilitates accessibility, speeds rehabilitation, simplifies care. 


SPARINE acts most rapidly by intravenous injection; for effective 
maintenance, the oral or intramuscular route is usually used. It is 
well tolerated in all three methods of administration. Comprehensive 
literature supplied upon request. 


> ® 
SPaATLiINE 
Promazine Hydrochloride, Wyeth 


INJECTION TABLETS SYRUP Philadelphia 1, Pa. 


MARCH 8, 9:00 A.M. 
Still on oral 

SPARINE, maintenance 
dosage. Ready 

for psychotherapy. 
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when 
anxiety~ 
blocks ~ 
therapeutic 
...% private practice 


Miltown reduces both overt and covert anx- 
icty levels and helps the patient overcome 
neurotic inhibitions. It improves patient co- 
operation and facilitates productive sessions.! 


n hospitalized patient 
In hospitalized chronic schizophrenics, 
Miltown produced favorable changes in be- 
havior, reduced anxiety and made patients 
more manageable.” Significant improvement 
was obtained in 749% of 58 patients with anx- 
iety reactions or affective disorders and in 
40% of 111 chronic schizophrenics.’ 

1. Lipton, A. A.: Effect of meprobamate on patients in 
intensive psychotherapy. Dis. Nerv. System 19:487, Nov. 
1958. 2. Laird, D. M., Angelo, J. N. and Hope, J. M.: Eval- 
uation of meprobamate (Miltown) in treatment of hospital- 
ized schizophrenic patients. Dis. Nerv. System 78:346, Sept. 
1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. 
Pierre, R.: Meprobamate in chronic psychiatric patients. 
Ann. New York Acad. Sc. 67:789, May 9, 1957- 
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Supplied: 400 mg. scored and 200 mg. sugar-coated tablets, in 
bottles of 50. Also available as MEPROTABS* (400 mg. 
unmarked, coated tablets, unidentifiable by the 
patient) and as Meprospan* (Miltown continuous 
release capsules). *TRADE-MARK 


WALLACE LABORATORIES / New Brunswick, N. J. 
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Rigidity, Chronicity, Schizophrenia 


MAXWELL BOVERMAN, M.D., Washington, D. C. 


Conventionally, schizophrenia is regarded 
as a chronic or recurring illness which is 
inherently progressive, deteriorating, and 
rigidly resistant to ordinary human inter- 
vention. By “ordinary human intervention” 
I mean those maneuvers involved in human 
give-and-take by which people understand 
and influence one another by using lan- 
guage, thinking, imagination, logic, and so 
on, as distinguished from “nonhuman” or 
magical attempts at solution, such as lobot- 
omy, electric shock treatment, burning of 
incense, and so on. The medical student’s 
first practical learning experience, in which 
he glimpses the euphemistically named 
“continuous-treatment” ward of a mental 
hospital, is usually sufficient to indoctrinate 
him to the viewpoint of inexorableness. 
When evidence of an optimistic nature can- 
not be overlooked, it is still interpreted in 
the framework of rigidity; that is, favor- 
able changes have occurred because the 
diagnosis of schizophrenia was incorrect, or 
else these changes have taken place im spite 
of an inherently rigid disease process. The 
purpose of this paper is to question the 
hypothesis of rigidity and chronicity in 
schizophrenia. I propose to advance the 
concept that the schizophrenic patient is, 
in some respects, highly resilient and very 
responsive to human intervention. 

If we search, it is possible to obtain clues 
and evidence of flexibility in the schizo- 
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phrenic patient. The evidence is available 
only under certain conditions: The observer 
must not be slavishly committed to the 
concept of rigidity. He must be allowed 
time with and interest in the individual 
patient. And he must be prepared to risk 
disappointment if he does not always suc- 
ceed. 

The very fact that a person can, in a 
relatively short time, show a dramatic and 
complete revision of thought and action 
from relative health to psychosis can be 
interpreted as evidence of flexibility and 
resiliency of personality. Even the most 
disturbed and withdrawn patients are con- 
tinuously drifting into and out of the psy- 
chosis. This is a well-known phenomenon, 
described both objectively and subjectively. 
In two previous papers? I described in 
detail how the patient can have, in rapid 
succession, delusions and valid perceptions, 
psychotic rationalizations and mature in- 
sights—these observations surely indicate a 
changing and fluid state of illness and 
health. 

From the dynamic standpoint it is true 
that there is rigid, repetitious, and compul- 
sive thinking and interaction. But it is also 
true that the schizophrenic patient suffers 
from lack of a certain kind of rigidity. 
When not completely isolated, his biggest 
pitfalls are gullibility, flexibility, and labil- 
ity in standards and expectations, with a 
loose sense of identity which enables him 
to establish quickly shifting and dependent 
roles with great rapidity, and destructively 
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to himself. He suffers, in this respect, not 
from rigidity but from a lack of ability to 
establish and maintain a strong sense of 
identity to which he uncompromisingly 
adheres. 

In some cases intensive psychotherapy 
can resolve successfully the schizophrenic 
illness, and also the self-defeating motiva- 
tions and behavior connected with the ill- 
ness. The fact that a mere few hundred 
hours of conversation can accomplish this 
reversal of thinking and action would indi- 
cate possibilities of flexibility and lack of 
inherent rigidity. This well 
documented elsewhere, and space permits 
only mention of this as pertinent evidence 


evidence is 


of potential resiliency. 

It is well known that many patients 
regarded as schizophrenic will sometimes 
demonstrate dramatic vacillations, in either 
exacerbation or improvement; and this fact 
would contradict the conventional prognosis 
of chronicity and rigidity. Too often, these 
incidents are dismissed by being considered 
as variations from the true schizophrenia. 
In this paper I wish to present as data a 
series of such incidents involving patients 
who fulfilled the gloomy expectations of 
schizophrenia in which there was definite 
and drastic alteration—not necessarily cure 
—of observable psychotic phenomena in a 
short time. These changes, because they 
took place in connection with psychiatric 
consultations, were observable and could be 
correlated with certain discrete, relatively 
simple, and easily catalogued interpersonal 
interventions, either adventitious or inten- 
tional. 

Parenthetically, | should like to state that 
I cannot offer exclusively what might be the 
best source of such examples, patients in 
the mental hospital. for two rea- 
sons. First, my own experience in hospital 
practice is limited. Second, I believe, with 
others, that the hospital, no matter how 
necessary or how well run, by its very 
nature may enforce rigidity and chronicity, 
making. such incidents either less likely to 
occur or more likely to be treated as being 
of therapeutic insignificance. The state- 


This is 
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ment “removal of the patient from his 
stressful environment is helpful” is, to my 
mind, an accepted cliché which deserves 
the maximum theoretical and practical skep- 
ticism before its acceptance. 


Observations 


Example 

In my practice | 
situations regarding schizophrenic patients 
whose illness may be anything from a 
“schizoid” to a florid psychosis. Except 
for the possible situation involving a defi- 
nite homicidal risk, there is no exclusion of 
patients because they are “too psychotic.” 
In practically every instance I confront the 
patient with the facts of his illness, includ- 
ing his distortions of reality, and offer him 
psychotherapy. The response, 
seemingly not dependent on the degree of 


am consulted about 


patients’ 


the psychosis, falls under one of the follow- 
ing categories: 1. Some patients will, 
soberly and with a minimum of defensive- 
ness, consider the opinions and will request 
treatment. 2. Some patients will be highly 
defensive but will ask for treatment then 
or later. 3. Some patients will refuse treat- 
The behavior of the pa- 
tients’ relatives is in sharp contrast to 
this. The relative may discuss freely his 
problems concerning the patient and others; 
he will state his helplessness, his recogni- 
tion of self-defeat, and his need for treat- 
ment. However, I cannot recall a single 
instance in which the relative spontaneously 
asked for help or, after the recommenda- 
tion for help was given, even to assist the 


ment altogether. 


patient, did not coldly or volubly reject 
the idea. Those relatives who have gone 
into treatment have done so only after con- 
siderable prodding or after the patient had 
benefited from his treatment and disturbed 
the relative’s equilibrium. 

In my experience there is also a trend in 
difference of character and degree of re- 
sistance between patients and relatives. The 
patient will tolerate, with various degrees 
of defensiveness, interpretations that are 
e., not stated di- 
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rectly by him). For quite a while after his 
treatment has started, the relative will 
coldly and completely reject most interpre- 
tations having to do with his own problems, 
even though these interpretations consist of 
little more than verbatim quotations of what 
he has already stated. 

Comment 

The schizophrenic person may accept 
and act upon certain opinions regarding 
his being sick and needing therapy even 
when these opinions are contrary to his 
own experienced beliefs and perceptions. 
After he has entered therapy, the character 
of his resistance is not entirely rejecting. 
The relative practically always rejects logi- 
cal conclusions regarding necessity for 
treatment or therapeutic interpretations 
while in treatment, even though these con- 
clusions are in direct agreement with that 
which he has expressly verbalized and ap- 
parently believes. Comparing the two, the 
patient and his relative, qualities of chro- 
nicity and rigidity would be weighted on the 
side of the relative, and the schizophrenic 
patient would seem relatively labile and 
psychologically resilient. 

Example 

In psychiatric practice there is a certain situa- 
tion, involving an acutely schizophrenic wife and 
her husband, which is so predictable as to be con- 
sidered stereotyped. The wife has become increas- 
ingly psychotic—with acting out and_ helpless 
irresponsibility—to the point where the husband, 
upon urging by physician or friend, acknowledges 
the hopelessness of the situation, and he is pre- 
pared for or expects a disposition of his wife on 
that basis. The husband calls for the appoint- 
ment for his wife but immediately states his in- 
ability to get his wife to the office (on the basis 
of her sickness), prefers to have her seen at home, 
but is afraid of offending her if that is done. 
Wherever the patient is seen, the following ensues. 
The husband wheedlingly and ingratiatingly begs 
the wife to “talk with the doctor,” and the wife, 
by withdrawal or other passive obstructionism, 
such as whining, prevents this meeting. If the 
wife can be importuned, she may enter a room 
with the doctor, but communication from her is 
restricted to stony silence or superficial grudging 
statements, and any offers of therapy are com- 
pletely rejected. Being faced with the already 
proved impossible home situation plus the inter- 
view behavior of the patient, the psychiatrist has 
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no choice but to agree with the husband that 
hospitalization is advised. The patient enters the 
hospital, either permanently or for a considerable 
period, but with recurrences. The only alteration 
in this vignette is when electric shock therapy or 
sedation is prescribed, in which there is some delay 
in hospitalization, but this drama is reenacted in 
the future. 

After a number of such experiences, I changed 
the form somewhat by spending some time with 
the husband first, discussing the husband’s passiv- 
ity and ingratiation with his wife and others, and 
at times being overtly provocative toward him. 
In every instance there was some change in the 
situation. The husband showed irritation and im- 
patience with his wife and her helplessness; the 
wife, in turn, responded by “coming to” or show- 
ing. awareness, rather than obliviousness, of her 
husband, stopped her whining, showed signs of 
hatred close to the surface (flushing of face, 
pursed lips, narrowed eyes, etc.), and grudgingly 
cooperated with the mechanics of the interview 
without the characteristic delay. The changes 
produced were unmistakable, but, in the context of 
the single consultation, were short-lived. Later 
I changed the situation by refusing to see the wife 
and insisting on seeing the husband, and, in a 
series of interviews with him, coming to terms 
with his problems of helplessness, etc. In these 
situations, where the husband allowed this to be 
done, there was an impressive number of instances 
in which the type of interaction was permanently 
interrupted and the wife later requested treatment 
for herself. 

Comment 

I have described a situation seen com- 
monly in the beginning of the clinical 
picture of chronic and unrelenting schizo- 
phrenic process, eventuating in hospitaliza- 
tion recurrences, if not permanent 
disability. With the introduction of a 
single, discrete, and new interpersonal fac- 
tor, a change in the husband’s helplessness 
and suppression of anger, there were imme- 
diate and observable shifts in the seemingly 
rigid schizophrenic behavior of the patient. 
At times this new factor could be exploited 
so as to make the temporary changes be- 
come permanent. Whether temporary or 
permanent, the evidence is present that the 
schizophrenic behavior is highly sensitive, 
responsive, and malleable to a certain kind 


and 


of intervention. 


Example 
I was called by a woman who identified herself 
as an elder sister of the patient. She had recently 
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returned from overseas and was shocked to find 
her “baby brother” in a state of deterioration and 
showing alarming hostile behavior. Since both her 
brother and his wife were uninterested in seeking 
consultation, the sister felt helpless in dealing with 
what seemed like a hopeless situation. I suggested 
that she discuss the matter frankly with both the 
patient and his wife, and that she vigorously dis- 
cuss with the wife her fears, the matter of re- 
sponsibility, my concurrence with the cause for 
alarm, and my willingness to see the wife. 

The wife consulted me and presented the follow- 
ing story: The patient, in his 30's, had always 
been the delicate and protected baby brother of a 
broken home, consisting of several older siblings, 
a father who was hospitalized for life when the 
patient was a child, and a mother who pursued her 
work and sent the children to live with relatives. 
The couple had been married for 10 years and had 
an 8-year-old daughter. The husband has always 
been retiring and passive; two years previously 
he developed an illness characterized by depression 
and paranoid thinking and diagnosed as “schizo- 
was hospitalized and 
He showed some 


affective psychosis,” and 
given electric shock treatment. 
apparent improvement for about six months, re- 
sumed working, but then became withdrawn and 
ingratiating. During the past year he had become 
increasingly disturbed with insomnia and agita- 
tion at night and, while at home, constantly talked 
about killing people, threatening to carve his 
daughter up and flush her down the toilet; he had 
fears that people were watching him, hating him, 
and planning to harm him. The wife had accepted 
became alarmed after the dis- 
I reiterated my 


this behavior but 
cussion with her sister-in-law. 
concern over the situation and, because of severe 
financial limitations, referred her to a clinic, where 
limited help would be available and where I could 
still be involved in the situation; I suggested that 
the wife start therapy herself, even though her 
husband was uninterested in this treatment. 

The wife was seen by a social worker * for a 
total of five sessions. It was seen that the wife 
was pampering the patient for his symptoms (she 
would get up with him at night, prepare coffee, 
smoke with him, and try to soothe him; she would 
flutter and attempt to him when he 
threatened the daughter, and she relieved him of 
all family responsibilities). This was pointed out 
to the wife; her anger at being manipulated by her 
husband was discussed; it was suggested that she 
ignore his illness, and demand more responsibility 
for decisions and disciplining of the child, and 
that she not restrict her social life because of her 


appease 


*1 am indebted to (Mrs.) Helen Pearcy, social 
worker in the Department of Psychiatry, George 
Washington University Hospital, for her discus- 
sions and for her seeing the wife. 
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husband’s illness. The wife, by herself, said that 
she had been an orphan and wondered whether 
this may have had something to do with her 
coddling of her husband, but the idea was not 
pursued. The husband came to see me for three 
sessions. He was most reluctant, stated he came 
only because of his wife’s insistence, and through- 
out defended himself and his helplessness in a 
whining manner. His speech in the interviews was 
most chaotic. I vigorously pointed out his in- 
fantile behavior, his hostility; and when he made 
helpless demands told him that I 
wasn't begging to see him, and I countered with 
making even more demands on him, such as dis- 
cussing his anger, stopping his withdrawal at work, 


upon me, | 


and increasing his responsibilities at home. It was 
apparent that he was furious at me, and he re- 
fused to return. 

The course over several weeks of this therapy 
was as follows: The wife discontinued getting 
up at night, and she expressed her dissatisfaction 
with her husband's bizarre behavior. He, in turn, 
discontinued awakening everyone at night and the 
verbal assaults on his daughter, with some grum- 
bling. On a few occasions, when he attempted to 
obstruct his wife’s leaving the home for social 
engagements by being nervous or petulant, his 
wife proceeded with the plan without him, and he 
later followed willingly. He assumed, not always 
happily, more family responsibilities and participa- 
tion. There was more overt friction between the 
two, but the intensive psychotic behavior and iso- 
lation disappeared. Two years later the wife re- 
ported that the improvement in the family and with 
the patient had been maintained and that the hus- 
band occasionally referred to the period prior to 
treatment as seeming like a bad dream from which 
he had awakened. 

Comment 

Starting with the initial request for psy- 
chiatric help, one sees a number of points 
in the sequence at which the situation ful- 
filled the conventional requirements of a 
chronic and rigid disease process, eventu- 
ating in therapeutic resignation and_ hos- 
pitalization. The interpersonal intervention 
was extremely limited and simple, having 
to do with not accepting the inevitable and 
with altering the pattern of secondary gains. 
With these limited changes, the patient, 
justifiably regarded as chronic un- 
changeable, showed immediate and unmis- 
takable evidence of resiliency and flexibility. 

Example 

I was consulted by a wife, accompanied unwill- 
ingly by her husband. He had the typical history 
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of a chronic paranoid psychosis for a year, lately 
becoming unmanageable, with withdrawal, physical 
acting out toward his wife, and discontinuation of 
his working as a mechanic; and he was regarded 
as a nuisance in the community. The people had 
traveled over 100 miles, from an isolated and dis- 
tant rural community, for the consultation, and 
their financial and work situation was such that 
further frequent or regular consultations were 
really impossible. I saw the wife, fulfilled by con- 
sultative obligations by pointing out the severity 
of the condition, the poor prognosis and danger, 
and officially recommending hospitalization. I also 
suggested that she deal realistically with the 
patient, confronting him with her anger and her 
opinions about his craziness, and telling him that 
such behavior would cause her to hospitalize him. 
I saw the husband, confronted him with his ill- 
ness directly and colloquially, told him of the 
prognosis, then discussed with him something of 
his own anger, and offered the interpretation that 
his delusions stemmed from an evasion of his 
anger. The family left, and I fully expected to 
hear that the patient had been hospitalized. I 
heard from the wife several weeks later to the 
effect that his behavior had changed markedly for 
the better, that he had resumed work, was relat- 
ing more sensibly to his wife, and was not talking 
about or acting on his delusions. Six months 
later the wife called to tell me that this improve- 
ment had lasted until a month ago, and that since 
then he had gradually resumed his psychotic be- 
havior. I was informed that he had been com- 
mitted the next month, seven months after the 
original consultation, 

Comment 

The paranoid psychosis is ordinarily re- 
garded as a chronic and progressive disease, 
with a steady, inexorable course. The fact 
that the change in this instance was only 
temporary, or represents merely an “es- 
cape into health,” is not important for the 
purposes of this paper. What is pertinent 
is that a limited therapeutic intervention 
was attempted. This intervention utilized 
confrontation of the patient with his illness, 
a psychological explanation of the illness, 
and involvement of the wife in the situa- 
tion. This intervention resulted in a real, 
dramatic, and rather lengthy interruption 
of pathological behavior, indicating possi- 
bilities of responsiveness and flexibility in 
the patient. 

Example 

While teaching at a mental hospital, I was asked 
to see a patient because he presented the particular 
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and common problem of increasing inaccessibility 
and steady deterioration. The patient was a 37-year- 
old married man with three children, and he had 
developed, several months prior to his hospitaliza- 
tion, increasing disturbance and agitation, with 
the formation of a typical systematized punitive 
paranoid psychosis (involving the F. B. I, a com- 
plex organization watching him and using magical 
means to communicate with him, and the like). 
While under a regular psychotherapeutic program 
for the past six months at this hospital, he had 
become fixed in his illness, was more stubborn 
about his paranoid beliefs, was practically in- 
accessible on the ward and in therapy sessions, 
showed extreme withdrawal and emotional flatten- 
ing, and was progressing toward a state of dilapi- 
dation. The patient was interviewed under adverse 
conditions, in the presence of a group of residents 
and staff members. He presented himself with the 
appearance seen commonly the hospitalized 
paranoid schizophrenic patient—he wore business 
clothes, but they appeared ill-fitting and neither 
neat nor clean; his expression was flat; his com- 
plexion was pale and somewhat waxy, and he was 
withdrawn and laconic except when stubbornly 
insisting on the validity of his delusional system. 
The interview was started in the conventional 
manner, in which I asked him to tell me about 
himself and later mildly asked leading questions. 
This ended in an impassé by virtue of, at first, the 
patient’s silence, and, later, when he spoke spar- 
ingly, extreme vagueness and wandering. I then 
changed tactics by becoming increasingly verbally 
aggressive; I ridiculed the delusions from a fac- 
tual standpoint, laughed at the preposterous no- 
tion of his own grandiosity in the scheme of the 
world, and sarcastically discarded his rationaliz- 
ing evasion of anger in what might be described 
as an attempt to corner him by being both inviting 
and contemptuous of his sickness. Finaliy, the pa- 
tient began to appear angry and then burst out in 
verbal rage, first at me and then about other 
matters. He was furious at me for pushing him 
around and ridiculing him, then talked about his 
rage and impotence at being locked up, his loss 
of pride in not being able to work and take care 
of his family, his fury at those people in his 
immediate past who had dominated and humiliated 
him—his boss, his wife and mother-in-law, and 
others. I applauded him for this, told him this 
was a common problem, suggested that the problem 
was in his inability to assert himself, and asked 
whether he was interested in help for this problem. 
He most eagerly asked for help and how he could 
go about getting it. His appearance had changed 
decidedly—his body was drawn erect; his face was 
animated and flushed; he looked directly at me 
and other persons in the audience; he asked direct 
questions and smiled and laughed spontaneously 
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He was eager to continue the dis- 
necessary to terminate 


and heartily. 
cussion, but time made it 
the interview. On leaving the room, he looked 
directly at me, took the initiative in shaking hands 
and making social remarks pertaining to conclud- 
ing the visit, then asked me what my name was 
and where was I from. I told him my name and 
seriously said that I was from the F. B. I. He 
said, in a burst of laughter: “Quit your kidding, 
Doc. Where are you really from?” and I identi- 
fied myself truthfully. My recommendation to the 
staff was that both he and his wife start analytic 
psychotherapy outside the hospital immediately and 
that he be discharged from the hospital as soon 
as practical after this was instituted. 
For several weeks after this interview the patient 
showed increasing improvement in his interest in 
and contact with reality, and relatively little men- 
Despite this, the 


program 


tion of his delusions was made. 
administration of the hospital decided that “it was 
too much of a risk to discharge him, and he needed 
more time in the hospital to recuperate.”+ For 
some unknown reason, the patient was placed on 
tranquilizer treatment, and remained in the hos- 
pital for at least another six months that I know of. 

A week or two after his admission to the hos- 
pital, the patient received from the private clean- 
ers servicing the hospital a suit which, in reality, 
was inadequately cleaned and had some large and 
noticeable spots on it. At that time, and later in 
a session with his psychiatrist, he expressed his 
dissatisfaction at the job and his anger at having 
to pay On both 
occasions he was told that his anger at such a 


for services which were poor. 
small matter was unreasonable—he was being a 
troublemaker and behaving improperly. 

This hospital has the accepted practice of ad- 
mitting all new patients to a locked acute ward; 
they remain there for several months, and, after 
improvement, “better” 
Early in his stay on the locked ward, the 


they are graduated to 


wards 


+ The hospital administration acted correctly in 
accordance with the belief that paranoid schizo- 
phrenia is incurable or chronic and that hospital- 
ization is, in itself, part of the cure. Looking at 
the facts of the situation, there could be no other 
recommendation than discharge with treatment. 
From both the practical and the theoretical stand- 
point, the man was deteriorating partly from his 
being forced to be useless 


frustration and_ his 


and irresponsible. Also, a man who is concretely 
verbalizing his anger about important, specific, and 
reasonable matters, and who understands his own 
problems in these matters, is neither likely to be, 
nor dynamically entitled to be, delusional. If this 
man is also earnestly appealing to another person 
for assistance in understanding and rectifying his 
passivity, he cannot, in truth, be considered autistic, 
hopeless, or inaccessible to reason or therapy. 
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patient avoided other patients (most of whom were 
acutely disoriented and behaving bizarrely) and 
attempted to converse, to be friendly, and to enter 
into recreational with staff members 
(who were provided for that purpose). The 
“therapeutic” interpretation was made to him by 
his first therapist that these attempts to amuse | 
himself and relate to the staff members were 
pathological because he was attempting to deny his 
illness, and that the sooner he realized he was sick 
(and confined himself to others who were sick) 
the sooner he would be considered as improving 
and be discharged. 


activities 


Comment 

A paranoid patient who fulfilled the re- 
quirements of chronicity and deterioration 
was observed to have completely reversed 
his clinical picture in the course of one 
hour’s interview. The intervention was 
merely a form of human _ give-and-take; 
and, while the initial change was more dra- 
matic, there was evidence that this was 
reflected in the period immediately follow- 
ing the interview. Contrasting the rapid 
changes taking place in the patient with the 
attitude of the hospital administration, it 
would appear that the hospital had certain 
preformed and fixed ideas about the course 
of the illness and that these attitudes were 
less changeable than the clinical picture of 
the patient himself, thus preventing them 
from dealing flexibly with a changing situ- 
ation. 

Parenthetically, as illustrated in the sec- 
ond and third incidents given above, it 
would appear that the hospital, by its thera- 
peutic interpretations, rigidly imposed a 
state of helplessness, submission, and de- 
pendency upon the patient, and that the 
only hope he could have for discharge 
would be to act chronically helpless and 
sick. 

Example 

A 50-year-old professional man, whose previous 
life was one of almost complete social isolation, 
developed an acute paranoid psychosis. He was 
hospitalized for a year and, after his discharge, 
returned to work. Several months later he ex- 
perienced a recurrence and entered therapy with 
but displayed a 
transference 


me. He improved considerably 


great deal of passive, obstructive 


hostility, which was never verbalized or worked 


through. About seven months after treatment 
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started, he developed an acute recurrence of his 
psychosis, with acting out, which would have 
legitimately necessitated hospitalization. After 
many reasonably given interpretations of his hos- 
tility to me, and in the midst of his turmoil, I 
shouted at him, insulted him, and told him that 
he would end up in the hospital and that he had 
better come to grips with his anger at me and 
discuss it sensibly if he wished to avoid hospital- 
ization. The patient stopped completely, looked 
around, and started his bizarre speech again. I 
snapped at him briefly; he looked at me directly, 
and warmed up for some time to the subject of his 
anger at me. The psychotic behavior disappeared 
immediately and has not recurred. He continued 
in treatment, became acquainted with the opposite 
sex, changed his ingratiating behavior with males, 
and was later promoted to an executive position 
in his firm for his ability to deal effectively with 
people. 

A 40-year-old single woman developed a_para- 
noid psychosis in which she felt that many people 
were involved in a secret and indirect attempt to 
help her romantically and otherwise. She was hos- 
pitalized over a year and, while still psychotic, 
signed herself out against medical advice, and 
consulted me shortly after she left the hospital. 
She immediately improved and, except for an 
incident involving her old job, made gains in her 
personal life. About six months after therapy 
started, she had a recurrence of the psychosis to 
the extent that hospitalization seemed inevitable. 
Her parents, because of their alarm, came to visit 
her, and immediately with their arrival, and with 
the exchange of some friction between her and 
her mother, her psychotic behavior disappeared 
completely.t She has remained in treatment and 
resolved some of her problems in isolation, and is 
now working effectively, some years later, with 
no recurrence of the psychosis. 

About three months after her discharge, and at 
a time when I was observing that she had im- 
proved considerably and was operating effectively, 
she applied for reinstatement at her last job. 
As a matter of form, her previous employer re- 
quested information from the hospital about her 
illness and her working capacities. Although know- 


t1 do not necessarily believe that the circum- 
stances described above at the time of this patient’s 
dropping of her psychosis had to do with either 
the genesis or the resolution of the psychotic 
reaction. My explanation of the recurrence, based 
on some evidence, was that the psychosis was a 
hostile attempt to control and punish the therapist 
for his demands for active cooperation and his 
threatening to break off treatment. This was pre- 
viously interpreted to the patient but was ineffective 


at the time. 


Boverman 


ing she was in therapy, the hospital replied, in a 
several-page letter, to the effect that it was certain 
she could not be entrusted in the future with a 
job because of her severe illness and impairment 
of judgment. She, naturally, was unable to be re- 
instated, but within a few weeks obtained a new 
job of greater complexity and responsibility and 
has been doing well in it since. 

Comment 

These are two patients who would war- 
rant the expectation of chronicity in schizo- 
phrenia. They both developed expected 
recurrences of the psychosis under the 
laboratory conditions of treatment. In both 
situations the recurrence was understand- 
able and was also interrupted immediately 
by some definite kind of human event. In 
broader terms, but not so dramatically, the 
schizophrenic way of life was altered by 
therapy. In the case of the woman, it would 
seem that the hospital was operating rigid- 
ly, and not in accordance with the facts, in 
their refusal to be anything but convinced 
that this woman was incurable, to the extent 
that they offered a convincing, dire prog- 
nosis for the future after they had lost 
touch with her. 


General Comment 


The conventional viewpoint that schizo- 
phrenia is an inherently chronic and rigid 
disease is so widely accepted as to require 
no further proof.§ For us to have hope 


§I would like to mention the possibility that 
the viewpoint of chronicity or organic rigidity in 
schizophrenia may be, in part, a_ self-protective 
device. It would certainly be more palatable to the 
staff of the usual state hospital to view their 
patients as being incurable than to face the over- 
whelming frustration that the patients may be 
curable but that suitable means are not being 
furnished. The psychiatrist who cannot under- 
stand the schizophrenic process or who has little 
success with these patients can soothe himself by 
ascribing the illness to organic rigidity, rather 
than to his own ineptitude. The psychiatrist can 
protect himself from attempting treatment and 
then being disappointed by having an attitude 
of hopelessness about the patient. In addition, 
the patient too may sit back and excuse his diffi- 
culties by saying, in one way or another: “But 
I am schizophrenic and rigid, and little can be 
expected of me.” 
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for a solution other than magical, it is first 
necessary to lay aside the overwhelming 
notion of inevitability so as to clear our 
vision for seeing valid evidence of possibili- 
ties of favorable changes in patients. These 
evidences of favorable change and flexibil- 
ity may be subtler, and require more time 
with and interest in the patient, and we 
must acknowledge the possibility of disap- 
pointment if we take this viewpoint. 
There are certain theoretical clues for 
viewing schizophrenia as a potentially flex- 
ible process. I presented as data in this 
paper certain discrete and simple human 
schizophrenic patients 


interventions with 


which unquestionably resulted in a dramatic 
interruption of the schizophrenic pattern— 
at least temporarily—thus demonstrating 
the possibility of an inherent flexibility and 
responsiveness in these patients. The evi- 


dence given in this paper, even though 
slight, is sufficient to cause us to question 
the major assumption in present-day psy- 
chiatry of rigidity and chronicity in schizo- 
phrenia. It is hoped that there will be 
further study of this problem with the col- 
lection and classification of further data. 
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Corollary questions raised in this paper, 
and in part by the data, are as follows: Is 
schizophrenia actually the rigid and chronic 
disease it appears to be? How much of 
what appears to be chronicity and deterio- 
ration is part of the illness, and how much 
of it is attributed to the accidents of life and 
the treatment the patient receives? Is it 
possible that much of schizophrenia is 
rather responsive to some known (or capa- 
ble of being known) kind of interpersonal 
intervention? Is it possible that, in part, the 
rigidity and chronicity lie as much in per- 
sons who deal with schizophrenic patients 
( families, and the techniques 
they use, thereby obscuring possibilities 


hospitals ) 


for favorable change ? 
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Production of High-Energy Phosphate Bonds in 
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Introduction 


In previous communications 1? data have 
been presented indicating some disturbance 
in the transformation of chemical to kinetic 
energy in patients with schizophrenia. The 
evidence is concerned with both the levels 
and the specific activity of adenosinetri- 
phosphate (ATP). When this compound 
loses a phosphate ion and is converted to 
adenosinediphosphate (ADP), energy is 
released in large amounts. This energy is 
used for bodily processes, such as the main- 
tenance of bodily temperature, muscle tone 
and contraction, neuronal activity and nerve 
conduction, synthetic processes, assimila- 
tion, absorption, and detoxification. Previ- 
ous reports demonstrated that insulin as a 
stresser increased the specific activity of 
ATP in control subjects while decreasing it 
in chronic schizophrenic patients. This 
disturbance was demonstrated in the eryth- 
rocytes, since these are the most convenient 
tissue for study. 

The possible identification of a basic in- 
tracellular chemical disturbance of energy 
formation and _ utilization in the schizo- 
phrenic patient, manifest primarily when 
there is a need to mobilize energy rapidly, 
is consistent with the clinical manifestations 
of the disorder. The schizophrenic patient 
has long been noted to interact with his 
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environment in an ineffective manner. The 
characteristic adaptational pattern of the pa- 
tient is either to withdraw almost entirely 
from or to react inappropriately to environ- 
mental stimuli. 

An explanation of this adaptational failure 
has been sought in terms of a disturbance 
in the interplay of forces operating within 
the economy of the individual. Although 
the energy relationships have been sought 
primarily either in the context of the psy- 
choanalytic theory of libido or in psycho- 
logical theories involving concepts of 
motivation, drive, and need, the current 
study is concerned with the formation and 
regulation of biologic energy in the schizo- 
phrenic process. 

The disturbance in the formation of 
ATP under insulin stress in schizophrenia 
may be a reflection of a number of aspects 
of intermediary metabolism. A series of 
biochemical reactions take place in the car- 
bohydrate metabolic process before the po- 
tential energy in glucose is made available 
to synthesize and resynthesize the high- 
energy bonds of ATP. The purpose of this 
communication is to report on intermediates 
of carbohydrate metabolism, and to describe 
disturbances that may indicate a failure in 
energy regulation in schizophrenia. 


Method 


To date, 10 hospitalized control subjects, 10 pa- 
tients with acute schizophrenia, and 10 patients with 
chronic schizophrenia have been studied; this in- 
cludes those mentioned in the previous reports.” 
The acute patients had symptoms of two years’ 
duration or less, and the chronic patients, symptoms 
for four years or more. All subjects were of the 
male sex and between 18 and 35 years of age. 
Diagnosis, physical status, and diet were carefully 
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TaBLeE 1—Means for the Levels of ATP, ADP, 
AMP, and F1,6P,* in Milligrams per Cent for Ten 
Control Subjects and for Ten Acuir and 
Ten Chronic Schizophrenic Patients 
Under Basal Conditions and After 
10 Units of Insulin + 


Acute Chronic 

Schizo- Schizo- 

Controls phrenia phrenia 
{ Basal 4.58 4.54 4.67 
ATP = 4 After insulin 8.20 6.72 5.18 
| Difference +3.62 +2.18 +0.51 
{ Basal 2.07 1.65 2.11 
ADP — insulin 1.93 2.21 1.27 
| Difference 0.14 +0.56 —0.84 
Basal 2.35 0.68 0.40 
AMP After insulin 2.69 0.93 1,28 
Difference +0.34 +0.25 +0.88 
{ Basal 1.40 1.13 1.08 
F1,6P 4 After insulin 1.09 1.59 1.33 
Difference 4.31 +0.46 +0.25 


*ATP, ADP, AMP, and F1,6P are, respectively, adenos- 
inetriphosphate, adenosinediphosphate, adenylic acid, and 
fructose-1, 6-diphosphate. 

t The control and chronic schizophrenic groups differed signi- 
ficantly (P<0.05) in AMP basal level. No difference between 
any other pair of means was significant. 


controlled to rule out any disturbance that might 
significantly influence carbohydrate metabolism.* 
After a five-day period in which the subject 
maintained a basal level of activity, blood was 
drawn and 25 cc. was incubated for one hour with 
0.5 me. of radioactive phosphorus as phosphoric 
acid. The acid-soluble phosphates were removed 
from the cells by extraction with trichloroacetic 
acid and isolated by precipitation with barium. The 
following phosphates were then separated by ion- 


exchange chromatography: adenylic acid (AMP), 


TaB_e 2.—Means and Significance of Differences for the Specific Activities of ATP, 
ADP, and F1,6P in Counts per Minute per Milligrams per 1,000 for Ten Control 
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adenosinediphosphate (ADP), adenosinetriphos- 
phate (ATP), and fructose-1,6-diphosphate (F1,6P). 
Both levels and specific activity (radioactivity per 
milligram) were measured.* 

On a second occasion at least a week after the 
determination noted above, the entire procedure 
was repeated, the blood being drawn half an hour 
after the subject had been given 10 units of regular 
(amorphous) insulin intramuscularly as a stresser. 

In repeating the procedure on some of the same 
patients under both basal and insulin-stress con- 
ditions, the results showed a variation of less than 
5%. Moreover, the administration of 5 units of 
insulin intravenously gave results comparable to 
those with 10 units of insulin given by the intra- 
muscular route. The reliability of the data was thus 
considered satisfactory, and the factor of absorp- 
tion was eliminated from consideration. 


Results 


Table 1 presents the means of the levels, 
in milligrams per cent, under basal condi- 
tions and after insulin, of ATP, ADP, 
AMP, and F1,6P, and the significance of 
differences among Table 2 
reports similar results for the specific ac- 
tivities of ATP, ADP, and F1,6P. These 
findings are presented graphically in Fig- 
ures 1 to 3, showing means of levels and 
specific activity for ATP, ADP, and F1,6P. 

Although the means of the levels of these 
suggested differences 


these means. 


various compounds 
among the groups before and after insulin 
stress, these levels did not differ signifi- 
On the other hand, the 


cantly. specific 


Subjects and for Ten Acute and Ten Chronic Schizophrenic Patients Under 


Basal Conditions and After 10 Units of Insulin 


Significance of Differences 


Basal rs. Insulin 


Means 
Acute Chronic Controls Controlsrs. Acute rs, Acute Chronic 
Controls Schiz. Schiz. rs. Acute Chronic Chronic Controls Schiz. Schiz. 
{ Basal 211.1 282.4 687.6 P<0.01 P<0.05 
ATP After insulin 648.5 564.8 248.6 P<0.05 a 
Difference +437.4 +282.4 —439.0 P<0.001 P<0.001 P<001 
Basal 28.5 55.1 105.9 P<0.01 
ADP After insulin 62.7 132.2 90.2 
Difference +34.2 +77.1 —15.7 
Basal 134.1 617.6 507.8 P<001. P<0.01 
F1,6P < After insulin 472.9 390.8 152.1 
Difference +338.8 —226.8 —355.7 P<0.05 P<0.001 P<0.01 
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ATP MEANS 
LEVELS SPECIFIC ACTIVITY 
Mg. % Counts /mg, / min, X 1073 
re) 2 a 5 ) 200 400 600 800 


CONTROLS 


CHRONIC 


AFTER 


Fig. 1.—Adenosinetriphosphate (ATP): means 
of levels and specific activity for 10 control sub- 
jects and 10 early (acute) and 10 chronic schizo- 
phrenic patients under basal conditions and after 
10 units of insulin given as a stresser. 


activities showed certain clear-cut signifi- 
cant differences. These findings will now be 
reported for each individual compound. 

Table 1 and Figure 1 emphasize that 
under basal conditions the ATP level is the 
same for both schizophrenic groups as for 
the control group. With the stress of insulin 
there was a twofold increase in the level for 
the control subjects, in contrast to slighter 
changes for the two groups of patients. 
Secause of rather large individual variation 
and the small size of these samples, this 
difference for the control subjects ap- 
proached but did not reach statistical sig- 
nificance (P<0.10). The response to 
insulin for the control subjects vs. acute or 
chronic schizophrenic patients also did not 
reach significance. The response to insulin 
in the acute schizophrenic group was char- 
acterized by wide individual variation in 
ATP levels. 

The specific activity of ATP (Table 2 
and Figure 1) presents striking contrasts 
between the control subjects and the chronic 
schizophrenic patients. The specific activity 
indicates radioactive counts per minute per 
milligram of substance. This is a measure 
of the rate of incorporation of radioactive 
phosphate, and hence may reflect the forma- 
tion and destruction of the compound, or 
the rate of turnover. An increased specific 
activity with a constant level could indicate 
a more rapid rate of formation and break- 
down. ATP is formed within the cell by 
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the addition of a high-energy phosphate 
bond to ADP. Storage of energy occurs. 
Then the resultant ATP may be broken 
down to ADP as required by the cell, losing 
its high-energy bond and releasing energy. 

Under basal conditions the mean ATP 
specific activity (Fig. 1) of the chronic 
schizophrenic patients was significantly 
higher than that of both the control sub- 
jects (P<0.01) and the acute patients 
(P<0.05). After insulin stress the specific 
activity went up threefold in the control 
group and twofold in the acute schizo- 
phrenic group, but it dropped markedly in 
the chronic patient group. The response to 
insulin of the chronic schizophrenic group 
was significantly different from that of both 
the control and the acute patient group 
(P<0.001 in both cases). 

ADP levels for the three experimental 
groups (Table 1 and Figure 2) differed 
somewhat, but these differences were not 
significant under basal conditions or follow- 
ing insulin stress. The specific activity of 
ADP (Table 2 and Fig. 2) tended to mir- 
ror the changes already described for ATP. 

Tabie 1 also presents the means for the 
AMP levels before and after insulin. The 
control subjects had a higher basal level 
than the two groups of schizophrenic pa- 
tients, but only the control and chronic 


ADP MEANS 
LEVELS SPECIFIC ACTIVITY 
Mg. % Counts / mg. /min. X 10° 
012 0 200 


CHRONIC 


berore AFTER 


Fig. 2.—Adenosinediphosphate (ADP) : means of 
levels and specific activity for 10 control subjects 
and 10 early (acute) and 10 chronic schizophrenic 
patients under basal conditions and after 10 units of 
insulin as a stresser. 
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F 1,.6P MEANS 


LEVELS SPECIFIC ACTIVITY 
Mg. % Counts / mg./min. X 10° 
01 2 © 200 400 600 


CHRONIC 


AFTER 


MMB BEFORE 


Figure 3 


groups differed significantly (P<0.05). 
Levels of AMP did not change appreciably 
under insulin stress for the control sub- 
jects and acute patients; there was a three- 
fold increase in the level of AMP in the 
chronic patients after insulin, but this was 
not significant. AMP not 
formed from inorganic phosphate by the 


reactions studied, the specific activity of this 


Because 


compound was too low to measure. 

The last substance to be reported, F1,6P, 
is of considerable interest. The levels under 
basal conditions and with insulin stress, as 
for the levels of most of the other sub- 
stances, showed no significant differences 
among the three (Table 1 and 
lig. 3). However, of the compounds stud- 
ied, the specific activity of F1,6P (Table 2 
and Fig. 3) was the only measure which 
clearly differentiated the control subjects 
from the schizophrenic patients, both acute 
Under basal conditions both 


groups 


and chronic. 
the acute and the chronic patients had a 
specific activity significantly above that for 
the control subjects (P<0.01 in both cases). 
After insulin stress there was nearly a 
fourfold increase in the specific activity for 
the control group, while there was a de- 
crease for both the acute and the chronic 
patient group. The response to insulin of 
the control group was significantly different 
from that of both the acute and the chron- 
ic schizophrenic groups (P<0.05 and 
P<0.001, respectively ). 
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ATP 
MUSCLE CONTRACTION 
RESPIRATION ) NERVE TRANSMISSION 
Pp OF ABSORPTION 
GLYCOL YSIS 4 SYNTHESIS 
A D P WORK 


TIT 2ADP—ATP+AMP 
Figure 4 


Fig. 3.—Fructose-1,6-diphosphate (F1,6P): means 
of levels and specific activity for 10 control sub- 
jects and 10 early (acute) and 10 chronic schizo- 
phrenic patients under basal conditions and after 


10 units of insulin as a stresser. 
Fig. 4—Representation of the two primary 
methods of ATP formation. 


Comment 


Figure 4 illustrates, in a simplified form, 
the two known methods of adenosinetri- 
phosphate (ATP) formation and destruc- 
tion. Method I illustrates how, in the 
utilization of energy, ATP loses a_ high- 
energy phosphate bond, energy is released, 
and adenosinediphosphate (ADP) results. 
ATP is resynthesized from ADP by the 
addition of a high-energy phosphate bond, 
and storage of energy then occurs. This 
metabolic turnover occurs again and again 
as energy is produced. This is the principal 
way in which chemical energy is made 
available to living matter. The data on spe- 
cific activity refer to the incorporation of 
radioactive inorganic phosphate as it was 
occurring in this metabolic cycle. 

Method II represents a second method 
of ATP formation, by the reaction of two 
molecules of ADP to form one molecule 
of ATP and one molecule of AMP. This 
dismutation of ADP is often referred to as 
the alarm reaction, since it appears to be 
called upon as an energy-producing reac- 
tion in emergency situations. Radioactive 
inorganic phosphate cannot be incorporated 
in this reaction. As far as the availability 
of energy to the cell is concerned, there is 
no difference between ATP formed by 
Method I and ATP formed by Method II. 
Hence both methods lead to a “pool” of 
chemically homogeneous ATP. The levels 
reported refer to the summation of ATP 
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from these two different metabolic routes. 

The results that have been described pre- 
sent a difficult problem of interpretation. 
On the one hand, the specific activity of 
ATP and ADP under basal conditions was 
higher for the chronic patients than for the 
control subjects; on the other hand, the 
levels of these substances did not differen- 
tiate the groups. One interpretation of this 
finding would be that the turnover of ATP 
is greater in the patients with chronic 
schizophrenia than in the control subjects 
or acute patients. This would certainly be 
true if the ADP-to-ATP relationship of 
Method I (Fig. 4) were the only mecha- 
nism by which ATP was formed and catab- 
olized. However, if a high turnover of 
ATP occurred at rest in the chronic pa- 
tient, this would raise a number of prob- 
lems, since it would indicate that chemical 
energy is being continually liberated in 
excessive amounts. There is no evidence 
that this is the case. Excess energy is cer- 
tainly not being expended in muscular ac- 
tivity, body temperature, or any known 
metabolic pathway in the schizophrenic 
patient. From the biochemical point of 
view, this increased available energy could 
be used either for synthesis or for detoxi- 
fication. It remains theoretically possible 
that energy is required to synthesize an 
unknown substance, either greater 
amounts than normal or, because of a meta- 
bolic-enzyme defect, in a form different 
from normal. Alternatively, energy could 
be used for the detoxification of some ab- 
normal metabolite, and suggestions of ab- 
normal indoles in the urine of schizophrenic 
patients * indicate that this may be a possi- 
bility. 

There is another hypothesis which may 
explain the high specific activity of ATP 
under basal conditions in the chronic schiz- 
ophrenic patients. As may be noted in 
Table 1, the data indicated that the AMP 
basal level in the chronic patients was 
significantly below the level for the control 
subjects; consequently, the suggestion 
should be entertained that under conditions 
of rest the dismutation of ADP occurs to 
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a much less extent in the chronic patient 
group than in the control subjects. This 
occurs by the emergency mechanism, Meth- 
od II, in which two molecules of ADP are 
converted to one molecule of ATP and one 
molecule of AMP (Fig. 4). ATP formed 
in this manner would incorporate no radio- 
active phosphorus, and hence there would 
be no measure of its specific activity. The 
formation of ATP in this manner would 
dilute the radioactive ATP already in the 
pool, so that the lower specific activity of 
the control group may not be due to any dif- 
ferences in turnover rate of ATP. Rather, 
this would indicate that the production of 
energy in the basal state in the chronic 
schizophrenic patient is based primarily on 
Method I, while control subjects use com- 
binations of both Methods I and II to a 
greater extent. 

Under insulin stress, since both the level 
and the specific activity of ATP increased 
in the control group, the implication is that 
the rate of formation of ATP must be 
greater than the rate of breakdown. The 
increase in the specific activity suggests that 
the control subjects make a greater use of 
Method I. In contrast, the chronic schizo- 
phrenic group under insulin stress showed 
a significant decrease in the specific activity 
of ATP, while the level of this substance 
did not change. For this group, then, the 
data suggest a shift from the ADP-ATP 
cycle, Method I, to the alarm reaction, 
Method II. This interpretation is supported 
by the suggestive increase in AMP levels 
in the chronic schizophrenic group under 
insulin. In the chronic schizophrenic pa- 
tient, then, the response of ATP to insulin 
stress may be explained by a shift to 
greater dependence on and utilization of the 
energy metabolic pathway, Method II. 

In the early schizophrenic group the 
turnover of ATP after stress varied greatly 
from patient to patient. This may indicate 
that in these patients the control and regu- 
lation of this substance which makes energy 
available to the cell is becoming erratic and 
faulty. The suggestion is that the defect 
is not so much in the amount of response 
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of ATP to stress as in the regulation of 
this response. This may be very important. 

Since the specific activity of F'1,6P clear- 
ly differentiated the acute, as well as the 
chronic patients, from the control group, 
it would appear that the metabolism of 
F1,6P is closer than ATP to the primary 
defect in the pathophysiologic mechanism of 
energy transfer in schizophrenia. F1,6P is 
an intermediate in the process of glycolysis, 
i. ¢., in the breakdown of glucose to lactic 
acid. It contains a phosphate radical which 
subsequently joins ADP to form ATP. 
Consequently, it seems reasonable to hy- 
pothesize that the failure of regulation may 
occur at some point in the metabolic path- 
way very close to F1,6P. Since, however, 
the rate of F1,6P turnover is in great ex- 
cess of that needed normally for ATP pro- 
duction, no effect would be seen in ATP 
specific activity until the defect in F1,6P 
production became very severe, or a stress- 
ful situation called for markedly increased 
ATP production. disturbances in 
1,6P turnover appear to be a more sensi- 
tive indicator of a metabolic disturbance in 
schizophrenia than the rate of turnover of 
ATP itself. 

The interpretation of the data, that in 
schizophrenia there exists a disturbance in 
metabolism involving F1,6P, suggests that 
further search should be made among the 


Hence, 


various factors impinging upon the metab- 
olism of this substance, in the hope of clari- 
fying this aspect of the pathophysiology of 
the disorder. [Further clarification may be 
obtained by studying responses of these 
metabolic substances to other stressers, par- 
ticularly psychologic, both specific, or per- 
sonal, and nonspecific, or impersonal. One 
may also ask the very pertinent question 
as to whether these metabolic disturbances 
are characteristic of schizophrenia per se 
or of other disorders, either emotional or 
physical or both. Answers to all these ques- 
tions are currently being sought. 


Summary 
The levels of adenosinetriphosphate 
(ATP), adenosinediphosphate (ADP), ad- 
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enylic acid (AMP), and fructose-1,6-di- 
phosphate (F1,6P) and the specific activities 
(radioactivity per minute per milligram) of 
ATP, ADP, and F1,6P were measured in 
the erythrocytes of 10 control subjects and 
of 10 acute and 10 chronic schizophrenic 
patients. These determinations were made 
under basal conditions and after 10 units 
of intramuscular insulin in a_ controlled 
setting. 

Comparisons of mean levels of the sub- 
stances mentioned above revealed no sig- 
nificant differences among any pairs of 
means, except that the AMP level of 
chronic schizophrenic patients under basal 
conditions was significantly lower than that 
of the control subjects. 

Under basal conditions the ATP specific 
activity of chronic patients was significantly 
higher than that of the control subjects and 
acute patients. The ADP specific activity 
of the chronic schizophrenic group was also 
higher than that of the other two groups. 

Insulin stress increased the specific ac- 
tivity of ATP in the control and acute 
schizophrenic groups, but decreased it sig- 
nificantly in the chronic patient group. The 
response to insulin of the chronic schizo- 
phrenic group was significantly different 
from that of the other two groups. The 
changes in ADP specific activity mirrored 
the changes in ATP. 

Under basal conditions the F'1,6P specific 
activity was significantly lower in the con- 
trol subjects than in either schizophrenic 
group. The acute and chronic groups did 
not differ. Thus, this was the single meas- 
ure which differentiated schizophrenic from 
nonschizophrenic subjects. Under insulin 
stress there was an increase in F1,6P spe- 
cific activity for the control subjects and a 
decrease for both schizophrenic groups. 
These differences in insulin 
were significant. 


response to 


All the substances measured are involved 
in biologic energy-transfer systems. Vari- 
ous alternative hypotheses were presented 
in explanation of the findings. The most 
likely hypothesis is that in schizophrenia 
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HIGH—ENERGY PHOSPHATE BONDS IN SCHIZOPHRENIA 


there is a disturbance in the regulation of 
biologic energy formation and _ utilization. 
Further studies are in process to substan- 
tiate this evidence and to clarify a patho- 
physiologic mechanism of schizophrenia. 


Lafayette Clinic, 951 E. Lafayette (7). 
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Neurophysiologic Variants in Schizophrenia 


HARRY VANDER KAMP, M.D.; JOHN BERGHORST, M.D., and RUSSELL N. DeJONG, M.D., 


Battle Creek, Mich. 


Patients hospitalized for schizophrenia 
show marked individual differences. A few 
of them improve rapidly. They return to 
their homes and make a fairly satisfactory 
social, marital, and industrial adjustment. 
Others make a moderate improvement and 
make marginal adjustments in these areas. 
Many require almost continuous hospital- 
ization. The severity of the psychotic be- 
havior on admission, the psychometric and 
projective tests, and the social history fail 
as accurate guides in prognosis. Race, sex, 
creed, and indices of endocrine disturbance 
iikewise fail to correlate with the degree of 
improvement. Even the method of treat- 
ment fails to alter appreciably the natural 
course of the illness. Recent studies by 
Hastings! reaffirm this observation, which 
has been made repeatedly. These individual 
differences in patients must represent basic 
neurophysiologic variants. 

Hoch,” Rado,® and others aptly describe 
schizophrenia as a basic integrative defect 
in the organization of stimuli coming from 
within and without. This is considered to 
be a genetically determined, biochemical 
metabolic abnormality.4° The defect ap- 
pears to be located in the region of the 
formation, hypothalamus, thala- 
The metabolism 


reticular 
mus, and limbic system. 
here differs from that of other regions of 
the brain.6 It is more resistant to lack of 
oxygen and sugar and to excess of carbon 
dioxide. It is also more sensitive to various 
drugs. In this region we find a_ special 
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system of neurons which function as a 
general integrating system. There is a cor- 
relation between the state of awareness of 
self and the environment and activity of the 
reticular formation.* McLean has corre- 
lated activity of the limbic system with 
emotional feeling states and sexual adapta- 


tion.* The dorsal thalamus has been con- 
sidered the anatomic background for 
personality. These qualities can be de- 


scribed as reality testing, emotional tone, 
and sexual identification. It is in these 
three conditions that the schizophrenic is 
so severely handicapped. 

The hypothalamus acts as an integrating 
center in the delicately balanced functioning 
of the autonomic nervous system. When 
this balance is homeostatic 
mechanism tends to Thus it 
would appear that the integrative capacity 
of the hypothalamus could be evaluated by 
disturbing the balance between the sympa- 
thetic and the parasympathetic system and 
then appraising the homeostatic mechanism 


disturbed, a 
restore it. 


which restores it. 

Methacholine (Mecholyl) is a drug well 
suited for this study. It has long been 
used by physicians; it is relatively safe, and 
its action can be immediately arrested by 
atropine. It has been used as a therapeutic 
guide by some psychiatrists.’? It acts at 
the tissue level on the parasympathetic sys- 
tem and on the adrenal medulla, on the 
sympathetic division.'' It produces a change 
in blood pressure and pulse rate and a 
shifting of blood volume. The shift of 
blood volume must be very accurately con- 
trolled. A difference of as much as one 
drop per heart beat between the blood leav- 
ing the right ventricle and that entering 
the left auricle will soon cause pulmonary 
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SCHIZOPHRENIA—NEUROPHYSIOLOGIC VARIANTS 


congestion. This will be manifested by 
cough and dyspnea. It disturbs pulmonary 
ventilation, which, in turn, leads to other 
physiologic abnormalities. The shifting of 
blood volume to the periphery in the sys- 
temic circulation causes a flushing. This, 
in turn, requires an adjustment in tempera- 
ture control, which, in turn, is mediated 
through the hypothalamus and expresses 
itself by sweating. Methacholine also 
stimulates the salivary glands. These 
various autonomic disturbances can be ap- 
praised clinically by noting changes in 
blood pressure, pulse rate, flushing, sweat- 
ing, and salivation. It can be quantitated 
by noting the severity of the reaction and 
the time required for homeostasis. 

Methacholine was given to 150 patients 
on admission to this hospital. They were 
all men, and many had not as yet been 
discharged from military service. Many 
were acutely psychotic, disoriented for time, 
place, and person, and very delusional and 
hallucinating. A basal blood pressure and 
pulse rate were determined. Then 10 mg. 
of methacholine chloride was injected into 
the deltoid muscle. A record was made of 
the blood pressure and pulse rate at 2, 5, 7, 
10, 12, 15, 20, and 24 minutes. The degrees 
of flushing, coughing, sweating, and saliva- 
tion were also recorded. 


These 150 patients showed a great varia- 
their 
Some showed a fall in blood pressure of 
30 to 40 points and a rise in pulse rate 
of 40 or more beats per minute. The basal 
level would not be reached until 20 minutes 
or more. There would be prolonged flush- 


tion in response to methacholine. 


ing, rather severe coughing; rivulets of 
sweat would run down the face, neck, and 
axillae. Salivation would be profuse. 
Others showed a variation in these factors. 
The blood pressure and pulse rate would 
approach normal in 7 or 10 minutes. The 
flushing, coughing, sweating, and salivation 
would be mild and of short duration. Many 
of the patients showed a minimal response. 
One could not predict from the psychotic 
manifestations the type of response the 
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patient would show. This variation in re- 
sponse is not surprising when one considers 
the intricate neuronal connections, the hor- 
monal changes, and the interlocking phys- 
iologic functions involved. 

The test was also given to 50 patients 
who had been hospitalized for a prolonged 
period and showed schizotypal deteriora- 
tions. Almost all of these showed a mini- 
mal response and none a marked response. 

The clinical history of many of these 
patients has now been reviewed three to 
four years after the test has been given. 
Those who showed a marked response to 
methacholine left the hospital a few months 
after admission. The patients in this group 
who received insulin, psychotherapy, or 
tranquilizers all responded well to these 
forms of treatment. However, they did not 
improve any faster or better than those 
whose illness was allowed to run its natural 
course. They have made an_ acceptable 
social, marital, and economic adjustment. 
Those patients who made a moderate re- 
sponse to methacholine have made a 
marginal social, marital, and industrial ad- 
justment. While on convalescent leave most 
of them were not gainfully employed. The 
relatives showed interest, tolerance, and 
forbearance. In spite of this, there was 
much discord, often leading to separation 
and divorce. Many were arrested for 
antisocial behavior; commitment was insti- 
tuted in a large number of cases. Those 
patients who showed a minimal reaction to 
methacholine have required almost contin- 
uous hospitalization. Most likely this form 
of treatment will have to be continued in- 
definitely. 

The reaction to methacholine fits almost 
hand in glove with the classification of 
schizophrenia described by Rado.'* Those 
who showed a marked response can_ be 
described as decompensated schizoadaptive. 
These compensated within a few months 
when the precipitating stress was removed. 
Those who made a moderate response can 
be described as showing schizotypal disin- 
tegration, marked by adaptive incompetence. 
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These patients are incompetent to make a 
satisfactory social, marital, and industrial 
adjustment. This inability cannot be ex- 
plained by an exploration of past learning 
experiences but must represent a neuro- 
physiologic abnormality. It is not self- 
corrected by removal of stress. 

The stage of schizophrenia of those pa- 
tients who showed a minimal response can 
be described as schizotypal deterioration. 
They constitute a vast number of the pa- 
tients in mental hospitals. Many of them 
are college graduates. Society has a great 
investment in these patients, who now have 
become economic liabilities. Treatment to 
rehabilitate them has been almost a com- 
A fatalistic attitude, how- 
All experienced 


plete failure. 
ever, must not be taken. 
psychiatrists have seen some of these pa- 
tients suddenly compensate adequately. The 
condition is reversible. Heath and others 
have demonstrated an abnormal metabolism 
of adrenaline in schizophrenia. The metha- 
choline response indicates a preponderance 
of adrenergic factors. Once the biochemical 
abnormality is found, an antimetabolite can 
be produced. Then active medical treatment 


can be instituted. 


Summary 


Clinical observation reveals marked dif- 
ferences in patients hospitalized for schizo- 
phrenia. These represent neurophysiologic 
variants. The variants can be demonstrated 
by methacholine (Mecholyl). The variants 
harmonize with various stages of schizo- 
phrenia. 


Veterans Administration Hospital (Dr. Vander 
Kamp). 
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Empirical Observations on Mental-Status Examination 


DAVID W. BOSTIAN, M.D.; PHILIP A. SMITH, Ph.D.; JULIAN J. LASKY, Ph.D.; GERALD L. HOVER, Ph.D., 


and ROSALIE J. GING, M.D., Ann Arbor, Mich. 


Psychiatrists are frequently called upon 
to evaluate the mental status of a patient. 
Just as a physician systematically reviews 
the functioning of various organ systems 


and bodily processes in conducting a 


physical examination, a psychiatrist needs to 


study and evaluate various mental processes 
and functions within the context of the 
whole person. The impressions which the 
psychiatrist personally garners during his 
examination and interview serve as_ the 
focal point for the subsequent integration 
of information derived from sources such 
as social-history summaries, laboratory 
tests, and psychological reports. Yet it is 
generally agreed that there is no theoretical 
system that easily encompasses such diverse 
information. The objectivity which the 
psychiatrist seeks cannot be attained without 
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a suitable guide for obtaining and organizing 
his observations. 

Recognized authorities offer alternative 
approaches to the evaluation of mental 
status, but these serve only to illustrate the 
variation in number and specificity of ob- 
servations called for: Strecker et al.?® sug- 
gest the inclusion of six areas of functioning 
in a mental examination, while Noyes 8 
recommends a 14-point sumimary and 
others 21:25 advocate positions between these 
extremes. In general, the more recent the 
psychiatric text the more detailed is the ex- 
amination outline. Although nearly all texts 
include as a basic minimum the evaluation of 
memory, orientation, judgment, in- 
tellectual function, there is no research 
evidence which suggests that these exist as 
functionally independent spheres of intellect 
or personality.® 

Hendrickson et al.* protest that “the old- 
fashioned ‘mental status’ inventory’’ errs 
in stressing independent, discrete faculties 
of the mind and part-functions of an inte- 
grated personality. They recommend that 
an initial psychiatric interview be aimed at 
obtaining a generalized diagnostic impres- 
sion and an understanding of the patient’s 
personality dynamics in the light of his 
current social milieu. This viewpoint is 
consonant with our own, and emphasizes 
the need for a broad theoretical framework 
by which the psychiatrist may organize his 
observations. 

Mental-status data, as obtained by present 
methods, have still another limitation. Since 
findings are usually reported in narrative 
fashion, their usefulness in research ap- 
plications is limited. The psychiatric in- 
vestigator is not able to determine the 
reliability of his observations, nor is he able 
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to measure change in his patients in quanti- 
tative units. Variations in method and in 
the theoretical persuasion of different exam- 
iners also lead to dissimilarity of final 
report. Interviewing techniques may range 
from a direct question-and-answer method 
to an unstructured, nondirective approach. 
Amount of time is even a factor: Working 
under the pressure of a heavy case load, 
some examiners find that a 15- or 20-minute 
interview must suffice to outline a general 
description of the patient, while under more 
favorable conditions diagnostic information 
may be secured during the course of several 
hour-long interviews. Granted even that he 
obtains extensive information about his pa- 
tient, the psychiatrist still faces the problem 
of systematically recording his findings. It 
is evident that whatever advantages may 
accrue from a flexible approach in obtaining 
mental-status data, these advantages are lost 
unless some consistent and objective method 
is available for recording the information. 

With these problems in mind, we under- 
took the development of a broad-range, ob- 
jective, quantifiable mental-status outline 
and summary form. Such a form we felt 
should include all important aspects of men- 
tal status and follow along the lines of 
dynamic functioning, rather than be arbi- 
trarily categorized according to our stereo- 
types of mental faculties and part-functions. 
We wished our findings to suggest a theo- 
retical framework rather than verify some 
preexisting one. After study of available 
mental-status outlines, a composite examina- 
tion was constructed, and data were col- 
lected using this form. Following this, a 
statistical analysis, aimed at extracting the 
underlying factors of the composite mental 
examination, was carried out.* This paper 
reports the results of our analysis. The 
findings have challenging implications for 
personality theory and suggest ways of 


* Not presented here, but available upon request, 
is the Ann Arbor Mental Status Scale, a simplified 
and revised rating form, which is intended to 
supplement a diagnostically oriented mental ex- 


amination, 
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modifying the traditional mental-status ex- 
amination. 


Methods 


As a basis for a research program to evaluate 
former psychiatric patients in their posthospital 
’ a comprehensive description 
was required. Our needs 
could be used 


community setting,” 
of mental functioning 


called for a rating scale which 
interchangeably by psychologists, psychiatrists, and 
other trained interviewers to assess both hospital- 
ized inpatients and former patients living ouside 
the hospital behavior rating 
scales, such as those devised by Lorr," Witten- 


Were considered 


setting. Objective 
born,* and many others, 
and rejected because they appeared to tap primarily 
ward behavior of chronic psychotic patients rather 
than dynamic interpersonal functions of patients 
remission.t 

examination was 


Although the mental-status 


only one of many tests and questionnaires that 


were to be used in our studies of psychiatric 


patients, it became the main object of an inter- 
disciplinary research effort for over two years. 
After initial planning, an inventory of scales was 
developed which contained a variety of highly 
inferential, as well as objective descriptive, aspects 
of human behavior. The rating scales ranged from 
3- to 10-point continua, depending on the number 
members of our research team 
discriminable. Where nonscalar judg- 


for, scalable categories were 


of features that 
felt were 
ments were called 
developed, following a series of trial ratings of 
patients by the research team. Sixty scales, finally 
selected for study, are shown in abridged fashion 
in Table 1, with the end-points, or poles, of each 
item briefly defined. 

The second stage of our research centered about 
the systematic use of these descriptive scales 
for rating the mental status of a sample of both 
patients. 


for ex- 


inpatients and formerly hospitalized 


Twenty-two former patients returned 
amination and were assessed by pairs of psychiatric 
raters, one serving as examiner, the second serving 
as the observer during the interview situation. 
Following the interview, each observer-interviewer 
pair independently rated the patient on the mental- 
status scales. In addition, 23 currently hospitalized 
patients with heterogeneous diagnoses were sim- 
ilarly rated by pairs of staff 
case, the raters were the patients’ ward psychiatrist 
and either the ward nurse or the psychotherapist. 


ratings was averaged; then all 60 


members—in_ this 


Each set of 


+ The Lorr Scale for outpatients * is one ex- 
ception. 
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MENTAL-STATUS EXAMINATION 


TasBLe 1.—List of Mental-Status Variables, 
Showing the End-Points of Each 
Rating Scale 


Variable Description of Scales 


1 Personal care and hygiene 
0 Meticulous, fastidious 
9 Dirty and messy; stained clothing 
Stream of speech 
0 Mute, uncommunicative 
9 Continual pressured speech 
Level of consciousness 
0 Alert, accurate, and attentive 
6 Deficient, clouded, and dull 
Memory for recent events (past few days or weeks) 
0 Clear 
2 Hazy, distorted, spotty, or absent 
Complaints of subjectively felt anxiety-tension 
0 Absent 
6 Severe, intense 
Psychosomatic symptoms 
0 Absent, or symptoms have no psychosomatic basis 
8 Present; morbid degree of overconcern 
Orientation 
0 Well oriented for self, others, space, time, and 
current events 
9 Deficient in three or more areas, only approximate 
in others 
Apprehension, worry, concern 
0 Not found 
6 Marked display, great intensity 
Pessimism, gloom, despair, or depression 
0 Not found 
6 Marked display, great intensity 
Disdain, scorn, contempt, disgust 
0 Not found 
6 Marked display, great intensity 
Cheerfulness, gaiety, mirth, jocularity 
0 Not found 
6 Marked display, great intensity 
“Constructive” interpersonal aspects of aggression 
0 Verbally or behaviorally forceful, overwhelming 
4 Submissive, weak, passive, reticent 
“Destructive” interpersonal aspects of aggression 
0 Overtly absent 
6 Intense hate and bitterness 
Compulsions (defined) 
0 Absent 
8 Present and causing severe limitation of function 
Depersonalization (defined) 
0 Absent 
6 Frequently present; or occasionally, but severe 
Predominant psychosexual level of adjustment 
0 Genital 
8 Polymorphous perverse 
Motoric response to problems requiring action 
0 Excessive delay, inability to act 
8 Direct stimulus-response without deliberation 
Character or behavior-pattern disturbance 
0 Absent 
9 Present but denied, no insight 
Plans for the future 
0 Do not violate commonly accepted moral and 
ethical code 
6 Unethical, or plans are absent 
Traits, talents, assets, or abilities which may serve 
the patient in positive fashion 
0 Absent 
6 Present and utilized 
Appearance and behavior 
0 Completely at ease, slouched, relaxed 
9 Conspicuously tense, stiffened, uncomfortable 
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Typical bodily movements 

0 Markedly apathetic 

9 Markedly overactive, restless, agitated 
Characteristic speech pattern 

0 Spontaneous, coherent, well organized 

9 Fragmented, incoherent, or neologistic 
Discussion of feelings, attitudes, needs, and problems 

0 Flooding, overdetailed, candid talk 

9 Will not discuss these areas in spite of interviewer's 

efforts 
Direction of attention 

0 Almost exclusively focused on external world 

6 Introspecti’e, preoccupied, self-concerned 
Fluctuations in attention 

0 Fixed, unchanging, inflexible 

4 Scattered, superficial, cannot be sustained 
Global impression of anxiety-tension level 

0 Absent 

6 Severe and intense 
Judgment in practical social situations, work, finan- 
cial affairs, religious matters, and matters affecting 
physical well-being 

0 Excellent in all areas 

7 Seriously impaired in 4 or more areas 
Panic, dread, or terror 

0 Not found 

6 Marked display, great intensity 
Discontent, dissatisfaction, disappointment 

0 Not found 

6 Marked display, great intensity 
Pride, pleasure, satisfaction 

0 Not found 

6 Marked display, great intensity 
Annoyance, irritation, resentment 

0 Not found 

6 Marked display, great intensity 
Amiability, friendliness 

0 Not found 

6 Marked display, great intensity 
Envy, jealousy, covetousness 

0 Not found 

6 Marked display, great intensity 
Mode of sexual expression 

0 Well-adjusted heterosexuality 

4 Perversions or homosexuality 
Obsessions (defined) 

0 Absent 

8 Present and causing severe limitation of function 
Delusions (defined) 

0 Absent 

4 Delusions are clearly present 
Hallucinations (defined) 

0 Absent 

8 Clearly present; frequent or continuous 
Capacity for emotional and empathic relationships 

0 Emotionally isolated and unresponsive 

8 Emotionally warm and responsive 
Insight into own mental illness 

0 Lacks symptoms of illness 

9 Denies symptoms, has no realization of illness 
Typical facial expression 

0 Mask-like, fixed expression 

8 Dramatic, highly animated 
Memory for remote events (months to years) 

0 Clear 

2 Hazy, distorted, spotty, or absent 
Manifest anxiety indicators 

0 None 

9 Nine or more manifestations of anxiety noted 
Mode of hostility 

0 Overly compliant, deferential 

9 Rage reaction with physical attack 
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TasLe 1.—List of Mental-Status Variables, 
Showing the End-Points of Each Rating 
Scale—Continued 


Variable Description of Scales 
45 Limitations of function due to organic cause or phys- 
sical] trauma 
0 Absent 
8 Present; morbid degree of overconcern 
46 Remorse, guilt, shame, contrition 
0 Not found 
6 Marked display, great intensity 
47 Indifference, unconcern, resignation 
0 Not found 
6 Marked display, great intensity 
4s Hostility, anger, hate 
0 Not found 
6 Marked display, great intensity 
49 Tenderness, love, sympathy, charity 
0 Not found 
6 Marked display, great intensity 
50 Ambition, desire, yearning 
0 Not found 
6 Marked display, great intensity 
51 Embarrassment 
0 Not found 
6 Marked display, great intensity 
52 Prevailing mode of emotional expression 
0 Depressed, melancholy, psychomotor retarded 
9 Elated, euphoric 
53 Changes in emotional expression over time 
0 Rigid, flat, no change 
6 Labile, unrestrained, or cyclical 
54 Phobias (defined) 
0 Absent 
8 Present and causing severe limitation of function 


55 Estrangement (defined) 

0 Absent 

6 Present frequently and mild; once or severer 
56 Physical or somatic symptoms 

0 None 


9 Present; no insight into cause, purpose, or degree 
of limitation 
57 Level of aspiration compared with physical, social, 
educational, and intellectual experiences and ca- 
pacities 
0 Unrealistically low or absent in all areas 
8 Unrealistically high in 4 or more areas 
fis Stability of aspiration 
0 Level of aspiration ranges from unrealistically low 
to inappropriately high 
2 Level of aspiration is the same from area to area 
OU Plans for the future 
0 Take into account others as well as self 
4 Totally egocentric or absent 
60 Over-all planning ability 
0 Realistic 
4 Unrealistic or absent 


scales were intercorrelated by the Pearson product- 
moment method. 

Inspection of the resulting correlation matrix 
showed several prominent 


(data not shown) 


t Subsequently, the reliability of rater pairs was 
checked. For a sample of 70 patients, the average 
correlation among raters on each item was 0.33, 
which is highly significant statistically, but sub- 
stantially lower than would be desired for a rating 
form (Foot- 


form of this nature. Our revised 


note *) was designed to overcome this limitation. 
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clusters of highly intercorrelated items. One was 
a grouping of predominantly psychotic symptoms; 
another included items dealing chiefly with acting- 
out types of behavior. In order to systematize 
analysis of the intercorrelation table, overlapping 
portions § of the matrix were factor-analyzed and 
rotated by the quartimax method.” These results 
are shown in Tables 2 and 3. The 20 scales com- 
mon to the two analyses are shown as Items 1-20 


r 


in both Tables for ease of comparison. 

Each Tables 2 and 3 represents a 
cluster or factor (here, a group of closely related 
primarily by the 


column in 


mental-status scales) defined 
variables with high loadings in the column (arbi- 
trarily, loadings of 0.35 or greater). Scales with 
loadings of less than 0.35 or 0.40 in any given 
column are not regarded as contributing heavily 


to the meaning of that factor. 


Results and Comment 

Identification of Factors.—It will be noted 
that eight of the nine factors in both Tables 
are highly similar. Factor I, psychotic con- 
fusion, is easily identified in both Tables. 
It represents a pattern of defective orienta- 
tion and clouding of consciousness, feelings 
of depersonalization and estrangement, 
speech incoherencies, disturbances of atten- 
tion, defective judgment and _ planning 
ability, delusions, hallucinations, memory 
loss, physical tension, panic, and blunting 
of fine affects. The opposite pole of this 
factor reflects an absence of these symp- 
toms. This factor is similar to a “psychoti- 
cism” dimension, described by [ysenck,’ 
and also by Trouton and Maxwell.*°— In 
studies utilizing only schizophrenic patients, 
Guertin isolated a similar factor of “psy- 
chotic reorganization,” ® and alse a factor 
ranging from normality to schizophrenic 
disorganization.® 

Factor II, hostile acting out, is character- 
ized in Tables 2 and 3 by gross hostility, 
bitterness, contempt and disregard for 
others, impulsive and aggressive acts, dis- 
ordered sexual behavior (sexual acting out), 
vocal complaints, and diffuse irritability and 

§ Electronic data-processing facilities available 
at the University of Michigan Statistical Labora- 
tory were utilized in this study. Ideally, the full 
60-variable matrix should have been 
analyzed, but, because of limitations in computer 
capacity, only 40 variables could be treated at one 


tactor- 


time. 
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MENTAL-STATUS EXAMINATION 


TABLE 2. 


Factor Analysis of Mental-Status Variables 1-40 
(Quartimax Solution) * 


Variables 


1 Poor grooming 


2 Overproductive speech —15 18 

3 Dulled or clouded consciousness 82 —05 

4 Defective recent memory 83 20 

5 Complains of anxiety 21 36 

6 Psychosomatic symptoms 24 39 

7 Defective orientation 91 04 

8 Apprehensive, fearful 44 34 

9 Expresses pessimism; depressed 21 34 
10 Expresses disdain for others 00 87 
11 Cheerful —28 —30 
12 Submissive; behavioral reticence —10 —45 
13 Bitterness and hate 42 55 
14 Compulsive behavior 05 43 
15 Depersonalization 76 
16 Psychosexual immaturity 33 11 
17 Impulsivity 18 61 
18 Character symptoms —21 62 
19 Plans are unethical or lacking 30 7 
20 Talented and resourceful —46 05 
21 Physical tension; discomfort 54 18 
22 Restless overactivity 36 18 
23 Speech disturbance 73 16 
24 Evades personal discussion 31 06 
25 Introspected, preoccupied 43 19 
26 Scattered, superficial attention 73 24 
27 Global anxiety 73 12 
28 Defective judgment 59 49 
29 Dread, panic 74 23 
30 Expresses discontent 06 64 
31 Expresses pride, satisfaction —29 —26 
32 Easily annoyed, resentful 08 77 
33 Friendly, amiable —32 37 
34 Envious, jealous 22 50 
35 Sexual maladjustment 07 49 
36 Obsessions 23 31 
37 Delusions 63 20 
38 Hallucinations 48 09 
39 Emotionally warm, empathic 5 29 
40 Lacks insight 38 18 


* These factors appeared in the order shown. 
t Decimals omitted. 


It is similar to a factor of “hos- 
tile rebelliousness,” isolated by Lorr and 
Rubinstein,'* and to one pole of the factor 
“belligerence vs. submissiveness,” reported 
by Lorr, Jenkins, and O’Connor.'?  Lorr 
and Murney’s analysis of the Hildreth At- 
titude and Feeling scale }* showed a bipolar 
factor of “easy cooperativeness vs. hostile 
opposition” that also has some similarity to 
our findings. In nonpsychotic patients this 


discontent. 


pattern is frequently seen in persons de- 
scribed as psychopathic or as showing a 
character disorder. Psychotic patients who 
are rated high on this factor may be de- 


Bostian et al. 


Factors t¢ 


25 

25 —56 03 13 09 —4 24 
13 06 12 ag —06 07 19 
10 —06 00 1s 03 00 03 
—27 01 07 6s —15 —05 05 
07 —01 47 ll —20 10 25 
—06 04 —02 15 20 16 10 
08 —02 26 48 05 —O8 14 
—08 02 —19 -31 15 45 12 
11 —13 07 —12 08 —06 ll 
58 —22 ~22 15 21 05 11 
11 —05 —10 —73 ol 
16 06 11 25 28 —02 —13 
46 03 03 03 ll —57 06 
31 13 —06 —05 08 
—22 20 22 —4 18 09 —03 
—10 —04 40 39 
15 —03 -15 14 00 OL 17 
55 26 07 14 03 —03 —09 
17 12 34 —30 —29 11 ol 
4 —22 26 Os 30 —2B 17 
19 28 26 01 01 ol 05 
13 22 04 20 —05 14 —61 
—25 20 —20 —17 19 
—09 —3l 05 —05 08 11 07 
—22 04 02 —05 —12 
41 12 00 09 —07 16 15 
03 —22 00 46 —O8 —06 08 
—08 08 21 08 24 08 
79 —03 06 12 02 09 
07 —06 07 09 00 38 
53 —14 04 03 —08 08 43 

17 —27 12 07 -28 —06 —10 
11 07 —27 34 21 —13 il 
02 22 —30 —36 —05 11 34 
06 00 19 —14 04 
07 09 10 —15 —23 
39 32 oy 12 27 —15 12 
12 11 16 11 —12 56 —25 


scribed as combative and dangerous to 
others. 

Factor III, ego resources, is a pattern 
describing healthier aspects of personality. 
Its appearance here may be due in part to 
the inclusion of successfully treated former 
patients in our sample. It is represented 
by satisfaction or serenity with life’s af- 
fairs, cheerful affects, motivation, obvious 
talents or personality resources, little mani- 
fest anxiety, stability of emotional expres- 
sion, and capacity for warmth. The opposite 
extreme is characterized by high anxiety, 
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TABLE 3.—Factor 
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Analysis of Mental-Status Variables 1-20 
Quartimax Solution) * 


NERAL PSYCHIATRY 


and 41-60 


Variables 


1 Poor grooming 


2 Overproductive speech 26 20 

3 Dulled or clouded consciousness 77 03 

4 Defective recent memory 90 18 

5 Complains of anxiety 08 37 

6 Psychosomatic symptoms ll 25 

7 Defective orientation 86 06 

8 Apprehensive, fearful 29 34 

9 Expresses pessimism; depressed 21 25 
10 Expresses disdain for others 00 86 
11 Cheerful 17 30 
12 Submissive; behavioral reticence 17 47 
13 Bitterness and hate 40 65 
14 Compulsive behavior 05 54 
15 Depersonalization 87 05 
16 Psychosexual immaturity 20 09 
17 Impulsivity il 38 
18 Character symptoms 20 51 
19 Plans are unethical or lacking 30 62 
20 Talented and resourceful 35 09 
41 Facial mobility 03 03 
42 Remote memory defect 70 21 
43 Manifest autonomic anxiety 34 09 
44 Uncontrolled anger 16 52 
45 Physical limitations 03 10 
46 Remorseful, guilt stricken 30 06 
47 Indifferent, unconcerned 01 19 
48 Shows hostility, anger 03 92 
49 Shows tenderness, love 28 01 
50 Shows ambition, motivation 02 31 
51 Embarrassment 20 05 
52 Elevated mood, euphoria 07 11 
53 Labile affect 22 a 
54 Phobias 05 04 
55 Estrangement 77 09 
56 Lacks insight into physical symptoms 15 04 
57 Overaspires 07 -16 
58 Stable level of aspiration -21 29 
59 Plans egocentric or lacking 31 04 


60 Plans unrealistic or absent 


t Decimals omitted. 


immaturity, and general self-concern rather 
than warm affective response toward others. 

Factor IV, activity level, appears to be a 
bipolar factor defined at one extreme by a 
pattern of inactivity, withdrawal, depres- 
sion, retardation, and possibly beginning 
depersonalization; at the other by 
euphoria, pressure of speech, facial anima- 
Guertin 


and 


tion, and overactivity. Degan '; 
and Jenkins *; Wittenborn *; Lorr, Jenk- 
ins, and O’Connor,'’” and Lorr and Rubin- 
stein’ have also isolated factors defined 
chiefly by energy or activity level and mood. 
It is interesting to note that this factor 
appeared, although none of the patients in 
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Factors 
Vill’ 


35 


75 08 05 03 02 
06 21 10 10 05 —20 
12 03 1 01 04 
37 24 47 13 05 28 
05 7 12 05 —14 06 
13 04 ol 06 08 13 
05 31 50 07 04 ll 
01 O8 27 15 56 32 
01 05 07 25 02 11 
45 17 00 15 02 —04 
23 14 15 43 07 46 
15 04 02 10 —Ol 25 
13 14 01 18 —l1 01 
22 18 24 10 02 10 
30 15 16 54 —O1 “ll 
23 17 06 02 04 79 
05 34 31 01 03 og 
26 00 10 47 14 22 
10 42 16 10 -16 04 
74 ll 04 09 00 —O8 
29 08 04 —10 ~20 
46 20 27 13 —07 06 
01 09 14 17 —01 34 
06 48 24 14 28 —10 
07 07 69 04 16 —03 
14 14 47 09 05 30 
—10 04 05 14 —03 —15 
21 03 05 04 —02 04 
01 34 33 —O5 17 
05 16 26 59 00 —23 
—55 12 04 16 13 ~05 
20 31 Of ll 10 46 
11 14 03 53 —Hl 03 
18 22 14 05 —02 23 
06 74 06 01 09 15 
04 21 15 18 05 —35 
13 10 11 63 01 23 
08 12 27 20 06 —17 


our sample was given a diagnosis of manic- 
depressive psychosis. 

Factor V, somatization, is defined pri- 
marily by the presence of somatic symp- 
toms, whose origin may be psychophysiologic 
or genuinely organic in nature, and by 
the specific absence of delusions, hallucina- 
tions, and other psychotic symptoms. These 
findings lead us to speculate that defensive 
resolutions may end either in psychosis or 
in crippling somatic complaints and over- 
concern. This factor is similar to Eysenck’s 
“hypochondriasis,”’* a bipolar factor of 
physical vs. psychological symptoms, and to 
Wittenborn’s “hysteria.” ** It has some 
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MENTAL-STATUS EXAMINATION 


similarity to Lorr and Rubinstein’s Factors 
H and F, which describe gastrointestinal 
and respiratory reactions and cardiovascular 
reactions, respectively." 

Factor VI, anxious remorse, is charac- 
terized by subjective feelings and com- 
plaints of anxiety and apprehension 
approaching panic proportions, expressions 
of guilt and remorse, obsessive introspec- 
tion, and generalized physical tension. At 
the opposite pole, a sociopathic picture of 
bland indifference and unconcern and a ten- 
dency to act out rather than internalize are 
noted. Again, a “choice” of defensive reso- 
lutions (internal discomfort vs. externaliza- 
tion of conflict) is suggested. Eysenck * 
describes a bipolar factor which differen- 
tiates a “‘social-misfit” group from a “psy- 
chological-conflict’”” group, but the scales 
describing his patients and our own are not 
directly comparable. More similar is his 
factor of “inhibition, introversion, or affec- 
tive disorder,” *4 which describes an anx- 
iety-depression-obsessional group. Lorr and 
Rubinstein report a factor of tension, 
depression, and irritability, which is de- 
scribed clinically as an anxiety reaction and 
which is similar to one pole of our factor. 

Factor VII, dominance-submission, may 
be a bipolar factor, defined by assertiveness, 
psychosexual maturity, realistic planning, 
and stability of aspiration. The opposite 
extreme, submission, includes verbal and 
behavioral reticence, embarrassment, phobic 
behavior, instability of aspiration, and gen- 
eral absence of plans. It has some similarity 
to Lorr, Schaefer, Rubinstein, and Jenkins’ 
Factor M, “independent maturity vs. de- 
pendent immaturity.” 

Factor VIII, while accounting for little 
variance in either table, might be labeled 
compulsivity. It appears to represent a 
pattern of compulsivity, meticulous groom- 
ing, and intellectual insight or relative free- 
dom from disabling symptoms. The 
opposite pole suggests careless grooming, 
pessimism, absence of compulsive features, 
and general lack of insight. This factor 
has some similarity to Lorr and Rubin- 


Bostian et al. 


Factor F, ‘“conscientiousness vs. 


stein’s 
careless indifference,” and to their closely 


related Factor G, representing incipient 
psychotic tendency.® 

Two additional factors were extracted 
from the analyses; but neither was _ repli- 
cated, and therefore each is open to ques- 
tion. At most, one might be said to describe 
an amiable, candid, obsessive readiness to 
talk (Factor IX, Table 2). The second 
(Factor IX, Table 3) was characterized 
primarily by impulsivity, assertiveness, and 
labile angry affect. The opposite pole of 
the latter may reflect delay or inhibition of 
response, reticence, and controlled affective 
response. It has some similarity to a factor 
isolated by Lorr, Schaefer, Rubinstein, and 
Jenkins of “goal direction,” i. e., delay vs. 
impulsive, ambitionless, poorly directed re- 
sponse '*; and to a bipolar factor of “emo- 
tional responsiveness-inhibition” reported 
by Lorr and Rubinstein.’ In the present 
analysis it accounts for little variance and is 
interpreted with caution. 

Implications.—It is not surprising that 
the factors isolated in the present study 
should correspond to some of those found 
in studies of personality variables and be- 
havioral correlates of psychiatric disorder. 
It is to this end that the mental examination 
is directed: assessment of the total indi- 
vidual from a psychiatric standpoint. It is 
remarkable, however, how poorly the find- 
ings correspond to our stereotypes of psy- 
chiatric disorders and to our traditional 
outlines for mental examination. 


_ The results suggest that the conduct of 
mental-status examinations should be re- 
vised so that the areas assessed correspond 
more closely to some of the functional units 
here described. For example, defects of 
memory, orientation, and consciousness, 
which are usually evaluated separately, all 
contribute so heavily to Factor I, psychotic 
confusion, that positive findings in any one 
of these three areas may be considered 
strongly suggestive of a full-blown, overt 
psychotic disturbance (once classical or- 
and/or toxic factors are dif- 
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ferentiated). Further support for this 
assumption is offered by Reiman** and 


defects in 
had 


that 


cognitive areas 


et al.,27 whe found 


any one of several 
essentially the same prognostic significance. 
It would thus appear that, rather than make 
a detailed examination of all spheres of 
orientation, attention span, sensation, con- 
centration, and other areas likely impaired 
by psychosis, an examiner could more 
profitably assess but a few, and spend the 
rest of his interview attending to aspects 
tapped by some of the other factors, namely, 
interpersonal aspects of his relationship 
with the patient. He might thereby obtain 
a better understanding of dynamic person- 
ality functions underlying the psychotic 
disturbance. 

By way of illustration, several patients 
were assessed on admission and again at 
discharge, and profiles of their factor scores 
were drawn. In the case of a few grossly 
psychotic patients who had been treated 
briefly so as to obtain symptomatic relief, 
scores on Factor I (psychotic confusion ) 
declined significantly, but patterns on the 
other factors un- 


changed. The results corresponded well to 


remained — essentially 
our clinical impression that symptoms, but 
not basic personality structure, had been 
altered. On the other hand, profiles drawn 
for other successfully treated patients, who 
had been seen for longer periods, showed 
changes in important interpersonal areas. 

In general, however, interpersonal as- 
pects of behavior are not so easily described 
as are gross psychotic disturbances. [Even 
so, a second area with important diagnostic 
significance that can rather readily be as- 
sessed during interview is described by 
Factor II, hostile acting out. Diffuse anger, 
irritability, and contemptuous disregard are 
generally apparent early in an interview 
and may fruitfully be explored as to depth 
or degree of generality. It may, however, 
be difficult to distinguish findings in this 
area from those described by Factor VII, 
dominance-submission. Although superfi- 
cially similar, Factor VII appears to tap 
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more mature and controlled assertiveness 
and dominance over others. Angry affects 
do not appear to play a part, except per- 
haps as they are internalized and contribute 
to a reaction formation of submissiveness, 
inhibition, and fear of direct expression that 
characterized the other end of this factor. 

There is some overlap in the other di- 
mensions. [actor IV, activity, may be 
related to both Factor I] and Factor VII, at 
least in the degree to which hostility and 
dominance are overtly (actively) expressed. 
In the present analysis, activity level also 
seems closely associated with motor aspects 
of mood. 

“Depression,” a frequently used and 
badly overworked diagnostic term, appears 
nowhere as a unique, independent dimen- 
sion but, rather, as a feature of several 
factors. It is related to actor 1V, perhaps 
as aspects of agitation and retardation are 
reflected. Depressive elements appear also 
in Factor VI, anxious remorse, and, to a 
less extent, in Factor VIII. 

The word “anxiety,” like the word “de- 
pression,” has compound meanings also, and 
likewise appears too general a term for 
precise clinical description. Qualitatively 
different aspects of anxiety were noted in 
Factors I, ITI, VI. Complaints of 
severe anxiety and tension (Factor VI) 
seem to differ from observed physiologic 


and 


responses associated with emotion (Factor 
Musculoskeletal tension (actor 1) 
seems still another aspect of anxiety, and 
this appears at least partially separable from 
O’Con- 
nor, Lorr, and Stafford have elsewhere 


general activity level (Iactor IV). 


noted several independent areas of anxiety, 
rather than a single common factor of mani- 
fest anxiety. 

The absence of the obsessive-compulsive 
diad is also noteworthy. Compulsive be- 
havior was one aspect of Factor II, hostile 
acting out, and referred in our ratings to 
the driven quality of repetitious drinking 
episodes, antisocial acts, etc. In contrast, 
the compulsive features helping to define 
Factor VIII are believed to represent care- 
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ful, meticulous attention to details and pro- 


cedures of everyday life. No patients in 
our sample exhibited ritualistic movements 
or compulsions as classically defined. ‘“Ob- 
sessions” did not load appreciably on any 
factor except VI, where the scale seems to 


represent ruminative preoccupation and 
self-concern. 
Cautions.—There are several features 


unique to this study which tend both to 
broaden and to limit the generalizations that 
may be drawn. In addition to psychiatrists, 
the raters include psychologists, psychiatric 


nurses, and social workers. The use of 
raters with heterogeneous — professional 


backgrounds may have tended to decrease 
the reliability of the ratings, but safe- 
guarded our results from bias that might 
have arisen had any one of these groups 
alone made all the ratings. The chief limi- 
tation of the study was the small size of 
However, our sample 
( former 


the patient sample. 
included a number of 
patients making a successful adjustment 


normals 


outside the hospital), as well as recently 
hospitalized patients in the acute fulminat- 
ing stage of their illness. Increasingly, it 
is this group, rather than long-institution- 
alized patients in chronic states of psycho- 
sis, who command the interest and attention 
of many psychiatrists. The absence in our 
results of easily recognized diagnostic en- 
tities which correspond to traditional psy- 
chiatric concepts is thus encouraging, and 
parallels the recent shift in psychiatry to a 
focus on dynamic interpersonal processes. 


Summary 

Mental-status examinations given by in- 
dependent judges to psychiatric inpatients 
and a group of formerly hospitalized pa- 
tients were recorded on an objective rating 
form. Sixty variables from the rating form 
were then intercorrelated and factor-ana- 
lyzed. The results showed several major 
clusters of symptoms and personality char- 
acteristics, which differ from the typical 
categorization of human function followed 
in psychiatric examinations. A factor of 


Bostian et al. 


gross psychotic confusion was_ isolated. 
Other factors identified included hostile 
acting out, ego resources, activity level, 
somatization, anxious remorse, and domi- 
nance-submission. The results suggest that 
assessment of cognitive functions in psy- 
chosis may be considerably abbreviated, and 
that greater effort should be directed in the 
psychiatric examination to the evaluation 
of the individual’s affects and characteristic 
interpersonal response patterns. 

Psychiatry Research Team, Veterans Adminis- 
tration Hospital. 
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Predictive and Concomitant Variables Related to 
Improvement with Actual and Simulated ECT 
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Introduction 


The purpose of this study is to investi- 
gate the covariation of certain psychiatric, 
psychological, physiological, and biochemical 
variables with improvement in psychiatric 
patients treated with real or simulated elec- 
troconvulsive therapy. An earlier report 
focused on the therapeutic effectiveness of 
certain components of the treatment process 
(i. e., electricity, convulsion, unconscious- 
ness).2 Results indicated that the experi- 
mental variations of actual or simulated 
electroshock did not differ in the therapeutic 
effectiveness to an extent greater than 
chance. The present report is, therefore, 
concerned not with the electroshock variable 
but with (a) the prediction of improvement 
and (b) the further understanding of the 
concomitants of improvement. 
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TABLE 1.—Diagnostic Composition of the Sample 


Diagnosis 
Schizophrenic reaction 


Catatonic 
Hebephrenic type____- 


Total of 
Depressive reaction 
Schizophrenic reaction, schizoaffective type_. 
Psychotic depression 
Manic-depressive psychosis ___- 
Involutional depression _ _- 
Reactive depression 


Total of 


Total. 


Method 


Subjects.—Subjects were 96 male psychi- 
atric patients in a Veterans Administration 
Hospital, selected to form a homogeneous 
group with respect to suitability for shock 
treatment. The distribution of patients by 
diagnosis is shown in Table 1. The sample 
included 66 schizophrenic reactions, 14 
schizoaffective reactions, and 16 depressive 
reactions. Length of time since the original 
onset of illness ranged from less than 1 
month to over 10 years. Of these, 6 patients 
had become ill recently for the first time; 
23 patients had had an unremitting course of 
illness with prior hospitalization, and 67 pa- 
tients had a course of illness marked by 
remissions and recurrences. Subjects ranged 
in age from 18 to 68, with a mean of 35. 
excluded from the study were patients with 
significant organic defects of the central 
nervous system, patients who were consid- 
ered more suitable candidates for 
other form of therapy, and patients who 
had received shock treatment in the nine 


some 
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Chronic undifferentiated type_____ 15 
66 
- 


A.M 


months prior to inclusion in the study. As- 
signment of the patients to the study was 
based on the clinical psychiatric judgment 
that shock treatment was indicated.* 
Procedure.—The 96 subjects were ran- 
domly assigned to one of five treatment 
groups; orthodox ECT, ECT plus succinyl- 
choline (Anectine), ECT plus thiopental 
(Pentothal), thiopental alone, and nitrous 
oxide alone.t The present report is con- 
cerned with the sample in its entirety, rather 
than with the five subsamples. However, it 
may be noted that the random assignment 
of patients to treatment groups resulted in 
samples reasonably well equated for 27 
variables which might have prognostic sig- 
nificance. The treatment, 
though obviously different in their stimulus 
qualities, were similar in that electrodes 
were applied to all patients, induction of 


five types of 


unconsciousness was rapid in all cases, the 
usual duration of unconsciousness was quite 
similar for all of the types of treatment, 
and the length of time spent in the recovery 
room was held constant. [:very effort was 
made to keep the patients from knowing 
which treatment they were receiving, and 
there was no indication that any patient was 
aware that he was not receiving some form 
of ECT. The five treatment groups were 
also similar in their improvement rate, as 
indicated in an earlier report.* 

A course of 20 treatments was adminis- 
tered to each patient, given at the rate of 
three times a week. No individual psycho- 
therapy was given during the period of 
active treatment, but all patients participated 
in the regular hospital activities program. 
At least on the objective level, the attention 
given and the hospital program were the 
same for all patients. 
shock 


* Bases for determining suitability for 


treatment are described more fully in an earlier 
publication.” 

+ The administration of these types of treatment 
has been described fully in earlier publications.** 
97 patients ; 
to conform to the SWAC 


program, data were eliminated for a patient who 


The experimental group consisted of 
requirements of the 


untestable on many variables 


Was 
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Generally, patients were assigned to the 
study soon after their hospital admission or 
readmission. The subjects were systemati- 
cally observed and tested in a variety of 
ways during a period of one week before 
treatment was initiated. Further testing was 
done periodically throughout the course of 
treatment, and at certain times at the end 
of treatment. The present report is con- 
cerned only with the measurements made 
before treatment and repeated one month 
after the completion of treatment. 

Variables Studied —During the period of 
one week before treatment, and again one 
month after completion of treatment, each 
subject underwent the following examina- 
tions: 

A. Physiological: Funkenstein test, elec- 
troencephalographic tracings, and a battery 
nervous measures 


of autonomic system 


(determinations of oral temperature, sal- 
ivary output, palmar galvanic skin reflex 
[GSR] under relaxation and stress, volar 
GSR, diastolic blood pressure, and heart 
period ). 

B. Biochemical: Blood sample, spinal tap, 
three 24-hour collections of urine (one as 
a base-line sample, one after administration 
of 25 mg. of corticotropin, and one the day 
after the corticotropin-test day), glucose 
tolerance test, and radioactive-iodine-uptake 
test. 

C. Psychological: Individual psychologi- 
cal testing (Wechsler Adult Intelligence 
Seale, Rorschach, lisher Thematic Apper- 
ception Test, Bender Gestalt, Word-Chain 
Association Hildreth Feelings and 
Attitudes Seale, and Hildreth Psychological 
Change Scale) 
testing (Shipley-Hartford, Grayson Percep- 
tualization Test, Multiphasic 
Personality Inventory, Saxe Sentence Com- 


Test, 


and group psychological 


Minnesota 


pletion, and Draw-A-Person). 


D. Psychiatric: Psychiatric-social case 
history interview, ward observation, and 
Lorr Multidimensional Scale for Rating 
Psychiatric Patients (Hospital orm) .® 
Although the attempt was made to obtain 
basal measurements subject to as little vari- 
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ation as possible, it is inevitable that daily, 
or even momentary, fluctuations in the pa- 
tient’s condition did occur which would have 
an adverse affect on the reliability of the 
measurements. It is not possible to deter- 
mine the extent to which such variations 
influenced the results; however, the effect 
of such extraneous factors is to reduce, not 
to increase, the probability of obtaining 
statistically significant correlations. 

Rationale for Selection of Measures.— 
In general, the various procedures were 
chosen to provide a sampling of the sub- 
jects’ psychophysiological functioning in 
certain areas. 

A. Physiological: The EEG provides a 
measure of brain functioning. The Funken- 
stein test is an indication of autonomic nerv- 
ous system reactivity; and the autonomic 
test battery yields an index of autonomic 
balance, as well as a measure of auto- 
nomic variability. 

B. Biochemical: The biochemical vari- 
ables were chosen as a representative sam- 
ple of the following metabolic systems : 

1. Pituitary-adrenal axis. There is still 
much controversy concerning the notion that 
adrenocortical activity is diminished in 
schizophrenia. Accordingly, the determina- 
tions of 17-ketosteroids, 17-hydroxycorti- 
costeroids, uric acid, creatinine, etc., alone 
and under stimulation of corticotropin, were 
chosen to represent this system. 

2. Adrenal medullary activity. With the 
appearance in the literature of Tunken- 
stein’s studies * and of the implication of 
Hoffer, Osmond, and Smythies® that an 
epinephrine metabolite might be involved 
in schizophrenia, it was felt necessary to 
determine the blood levels of total cate- 
cholamines related substances that 
might be associated with improvement in 
psychiatric conditions. 

3. Phosphate metabolism. Because the 
work of Hoagland et al.° has shown a pos- 
sible relationship of phosphate metabolism 
to schizophrenia, as well as to experimental 
psychosis under lysergic acid diethylamide 
(LSD), and because Abood! and others 
have demonstrated the effects of certain 
Brill et al. 


VARIABLES RELATED TO IMPOVEMENT WITH ECT 


drugs and electrical stimulation on phos- 
phate metabolism, it was felt necessary to 
study the role of phosphate metabolism 
(blood and urine phosphate) in this ex- 
perimental design. 

C. Psychological: The psychological tests 
were chosen to sample various levels of 
expression of personality functioning, 
ranging from the subject-controlled, com- 
pletely conscious level of expression, ex- 
emplified by the Minnesota Multiphasic 
Personality Inventory, to the projective 
level of expression, represented by the 
Rorschach test. The test battery taps a 
reasonably representative range of psycho- 
logical function, such as intellectual abilities 
of various kinds, attitudes and sets, modes 
of perceiving the environment, emotional 
reactivity, and modes of reacting, to conflict 
situations of various types. The aim was 
to obtain as wide and as representative a 
sample of psychological functioning as pos- 
sible in a test battery of practical length. 

D. Psychiatric: Clinical data obtained 
included specific diagnosis, case-history in- 
formation relevant to prognosis (such as 
age, age at onset of illness, and time since 
first evidence of psychosis), and quantita- 
tive evaluation of the current degree of 
psychopathology and impairment. The hos- 
pital form of the Lorr Multidimensional 
Scale for Rating Psychiatric Patients ® was 
used to secure, in a standardized manner, 
quantitative information about the psychi- 
atric symptoms and behavior of the 
subjects. Subjects were also regularly inter- 
viewed to elicit their attitude toward shock 
treatment; however, this material is not 
utilized for the present report. 

Treatment of Data.—The statistical treat- 
ment necessitated the use of an electronic 
computer. The data available for each 
subject consisted of (a) the set of phys- 
iological, biochemical, psychological, and 
psychiatric measurements before 
treatment was initiated, and (6) a similar 
set of scores representing the differences 
between the initial values for these vari- 
ables and the values determined one month 
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after treatment was completed, i. e., the 


changes in the variables. 

A. Physiological: The EEG records were 
evaluated for degree of abnormality, rated 
on a five-point scale. The Funkenstein test 
classifications were ordered with respect to 
significance, ac- 
per- 


prognostic 
Funkenstein’s 


hypothesized 
cording to 
centages of improvement in the various 
classifications.4 The battery of autonomic 
measures was summarized by means of two 
scores, Wenger’s Autonomic Index, based 
on a multiple regression equation, and a 


reported 


two-digit autonomic dispersion score, origi- 
nated for the purpose of this study. 

B. Biochemical t: Observed values for 
the biochemical determinations were used in 
all cases. For the most economical use of 
the IBM card space, the values were limited 
to two-digit The values for 
changes between pre- and post-treatment 
biochemical measures were algebraic differ- 


numbers. 


ences between the two. 
C. Psychological §: Psychological data 
were summarized by means of a battery of 
t Blood: Fasting 
calcium, and total catecholamines ; 


sodium, potassium, 


fasting blood 


serum 


creatinine, uric acid, and glucose. 

Urine: Creatinine, creatine, uric acid, uric acid- 
creatinine ratio, 17-ketosteroids, 17-ketosteroids 
per gram creatinine per 24 hours, and 17-keto- 
steroid response to 25 mg. of corticotropin. 

Spinal fluid: Sodium, calcium, and potassium. 

Radioactive-iodine uptake. 

§ The rating scales were listed and described 
briefly in the preliminary report on this project.? 
The rating-scale manual scales in 
detail and gives explicit instructions for rating 
each scale.” The scales are described by 
Klopfer, Crumpton, and Grayson.” The battery 
consists of scales of rating: intellectual impairment, 
organic involvement, bizarreness, defensive- 
ness, manifest anxiety, most pathological break- 
down of ego functioning, frequency of breakdown 
of ego functioning, conceptual distortion, perceptual 
distortion, test differences in conceptual psycho- 
pathology, ego type, depression-schizophrenia ratio, 
self-description of mood, projective expression of 
mood, cognitive speed, motor speed, problem with 
sex, ego-identity confusion, problem with aggres- 
sion, violence of aggression, conceptual direction 
of aggression, problem with dependency, direction 
of interpersonal relationships, change in repression, 
and change in psychological status. The variables 


Rorschach R and IQ were also used. 
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rating scales developed especially for this 
study. 

D. Psychiatric ||: Clinical data consisted 
of actual values of the variables (such as 
age) whenever possible, a clinical evalua- 
tion based on a 10-point rating scale, and 
two-digit scores taken from the Lorr scale. 
Diagnosis was ordered with respect to the 
predominance of schizophrenia or depres- 
sion. 

Measurement of Change—For most of 
the variables, the measure of change was the 
algebraic difference between the initial, or 
the pretreatment values obtained and the 
final, or one-month post-treatment values 
for the particular variable. In each case the 
difference score was limited to two digits. 
For a few variables, however, so few pa- 
tients changed in their values that statistical 
analysis was not done.# 


Measurement of Improvement 

The improvement classification was de- 
rived from three separate methods of meas- 
uring improvement: global clinical 
evaluation, a set of ratings based on inter- 
view and ward observation, and a global 
evaluation of psychological test changes.** 
The subjects were classed as improved 
or not improved according to each method 
of evaluating improvement, and the final 
improvement rating resulted from the agree- 
ment of at least two of the three methods. 
The correlation of the three methods with 
ach other and with the final rating for 


|| The psychiatric variables were age of patient, 
age at onset of illness, time since first evidence 
of psychosis, previous shock treatment, history of 
previous psychiatric hospitalization, clinical evalua- 
tion, Lorr deviation, Lorr schizophrenic scale, 
Lorr total schizophrenic factors, Lorr depression 
scale, Lorr depressive factors. 

{ The distributions of values for the biochemical 
variables will be reported in a later paper. 

# Perceptual distortion, ego type, depression- 
schizophrenia ratio, conceptual direction of ag- 
gression, problem with dependency, direction of 
interpersonal relations. 

** Additional information about the Lorr Scale 
is available in the manual® and about the psycho- 
logical rating of improvement in the psychological 
rating-scale manual.*"* 
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improvement ranged from 0.50 to 0.61, in- 
dicating that there was substantial, but not 
complete, agreement among the different 
methods. 

The global clinical evaluation was based 
on the difference between pre- and post- 
treatment evaluation of degree of impair- 
ment and psychopathology, on a 10-point 
rating scale, made by the psychiatrist who 
knew the patient best. The improved cate- 
gory consisted of patients who improved by 
more than one point on this rating. The im- 
provement score based on the Lorr Scale 
evaluation consisted of the algebraic 
differences between the _ initial the 
post-treatment total scores. The improved- 
not-improved dichotomy was set up by 
separating this distribution of difference 
scores at the median. The rating of im- 
provement based upon psychological test 
changes consisted of a five-point rating 
scale, subsequently dichotomized. 


and 


Results and Comment 


Although some leads are given, the results 
do not make it possible to predict with any 
degree of certainty which patients will im- 
prove under the experimental treatment 
conditions. The statistical results do make 
possible a fairly detailed description of the 
nature of changes occurring in patients as 
they improve. The correlation coefficients 
range from low to moderate in magnitude; 
only those are reported that exceed a speci- 
fied criterion 


++ Pearson product-moment correlation coeffi- 
cients were computed, Although the traditional 
requirements for the use of this technique are not 
met by some of the rating-scale variables, on the 
other hand, it is clear that a meaningful analysis 
can be based on data in this form. The values 
of r required for significance at particular levels 
have not been tabulated for rating-scale values of 
this type, but little harm is likely to be done if 
the standard levels are used. For 96 cases, 0.20 
is required for significance at the 0.05 level, 0.26 
for the 0.01 level. Results, of course, must be 
interpreted cautiously, the values being treated as 
approximations of the values which would be 
obtained if the traditional requirements were met. 
It should be pointed out that the reported values 
for r are conservative estimates of what true 
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Prediction of Improvement.—The corre- 
lation of five pretreatment variables ex- 
ceeded the criterion value of 0.20. 

Time since first evidence of psychosis (0.28) 

Age of patient (0.23) 

Motor speed (—0.24) 

Autonomic dispersion (0.21) 

Spinal fluid calcium (—0.25) 

Though better than chance, none of the 
correlation coefficients was high enough to 
have practical utility in predicting for the 
individual patient. Compared with the un- 
improved patients, the group of patients 
who later improved was characterized be- 
fore treatment by a greater length of time 
since first evidence of psychosis, older age, 
motor retardation as demonstrated in psy- 
chological tests, greater variability in auto- 
nomic nervous system functioning, and a 
lower level of spinal fluid calcium. 

The prognostic significance of the time 
variables (time since first evidence of psy- 
chosis, age of patient) would seem to be 
due to the influence of the unanalyzed third 
variable, type of illness (unremitting or 
recurring). The relationship of the type 
of illness itself to improvement could not 
be studied because the of first- 
admission patients, unfortunately, could not 
be classified on this dimension. It was noted 
that 29 out of the 32 subjects with the 
longest time since first evidence of psychosis 
(10 years and over) had illnesses of the 
recurring type, i. e., with past histories 
suggesting a good prognosis for each epi- 
sode. Of the 25 patients 40 years of age 
or older, 19 had recurring, rather than 
chronic, illnesses. This was related to the 
criteria by which patients were initially 
selected. 
relationships exist. The size of the correlation 
coefficient is artifically reduced by nonlinearity, 
nonhomogeneous variation, and inherent measure- 
ment errors, each of these sources of reduction of 
r being present in our data. It should also be 
pointed out that it is not reasonable to attribute 
to chance the occurrence of 24 correlation coeffi- 
cients exceeding the criterion for the 0.05 level. 
Only five or six correlation coefficients significant 
at the 0.05 level, with perhaps one of those 
significant at the 0.01 level, would be expected to 
occur by chance when no relationships exist among 
the variables. 


illnesses 
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Patients who ordinarily show motor re- 
tardation on psychological tests are de- 
pressed patients, catatonic patients, some 
patients with regressed types of schizo- 
phrenia, and patients with organic brain 
disease. The last two categories were ex- 
cluded from our sample. The motor retar- 
dation was probably indicative of depressive 
or catatonic features, which are generally 
considered to have better prognoses. 

A high degree of autonomic dispersion 
indicates variation from a consistent sym- 
pathetic or parasympathetic level of auto- 
nomic functioning. Patients with autonomic 
dispersion thus show features of sympa- 
thetic and parasympathetic types of func- 
tioning at the same time, a condition which 
there is reason to believe is indicative of 
autonomic instability. The variable was in- 
cluded in this study because it was hypothe- 
sized that paients who had not stabilized 
at a psychotic level of adjustment would be 
more likely to show some autonomic insta- 
bility along with more active and tumultu- 
ous intrapsychic contlict. The finding of a 
correlation between greater pretreatment 
autonomic dispersion and improvement is 
consistent with this hypothesis. 

The meaning of the association of im- 
provement with the lower level of spinal 
fluid calcium before treatment is not known. 
It may be that this is a chance relationship, 
not likely to recur if the study were re- 
peated. If future studies substantiate the 
relationship, speculation at that time may 
become worth while. 

It is worthy of comment that only 5 of 
the 59 pretreatment variables were at all 
predictive of improvement. One must ask 
why it is not possible to predict with greater 
ease which patients will improve under the 
experimental conditions. The male veterans 
from whom subjects were drawn make up a 
population of patients with probably more 
chronic illnesses and more characterological 
population 


than a nonveteran 


We recognize that this is a 


problems 
would have. 
limitation of the sample and that the gen- 
erality of our conclusions must be limited 


to similar chronic populations. Yet the 
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criteria for selection of subjects specified 
that patients with poor prognoses were ex- 
cluded, and thus the sample was defined as 
a group with relatively good prognosis. 
And our subjects did improve, the schizo- 
phrenics as well as the depressives.tt 
The most conspicuous omission in the list 
of variables shown to be related to improve- 
With the 
single exception of motor speed, no pre- 
treatment rating of diagnosis, depression, 
schizophrenic manifestations, or level of 
psychiatric disturbance was in any way re- 
lated to later improvement. A_ possible 
reason is that the sample did not include 
very many cases of pure depression, 87 of 


ment is, of course, diagnosis. 


the cases being predominantly or partially 
schizophrenic in character. One may specu- 
late that the degree of depression present 
in the illness is of little or no consequence 
when the illness is basically schizophrenic. 

Funkenstein’s findings * with respect to 
the prognostic significance of the Funken- 
stein test categories were not confirmed by 
our data. Each of the seven Funkenstein 
categories was represented in our sample, 
values 


the associated prognostic ranging 


from “poor” to “good.” 

Since the levels of phosphate excretion 
of schizophrenics, as well as of normal 
subjects under the influence of lysergic acid 
diethylamide, differ significantly from nor- 


1” one might 


mal phosphate excretion levels, 
hypothesize that the pretreatment levels of 
inorganic phosphate excretion might be re- 
pretreatment 


lated to improvement. Our 


data, however, do not confirm this hypoth- 


esis. The lack of relationship between 
pretreatment total catecholamines and im- 
provement is consistent with the lack of 


relationship between Funkenstein categories 


with an 
dichot- 


present report is concerned 


improvement measure which artificially 
omizes the patients into one of two groups: those 
most improved and those least improved. Results 
the measuring 


improvement discriminating 


with three separate methods of 


which yielded more 


scores indicated that the improvement rate among 
general clinical 


our patients was consistent with 


experience. 
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and improvement with these patients. We 
are not as yet able to relate to improvement 
any of the biochemical systems studied, as 
reflected in the pretreatment levels of the 
metabolites chosen to represent those sys- 
tems. 

A wide range of psychological function- 
ing was tapped by the rating scales. In 
view of Zubin’s studies of prognosis in 
schizophrenia,!! one might have expected 
to find more psychological variables related 
to improvement, instead of the single motor- 
speed variable. The variables of conceptual 
and perceptual distortion (as determined 
from the Rorschach test) and of test differ- 
ences in conceptual psychopathology were 
especially designed to get at similar types 
of conceptual and perceptual disturbances 
found by Zubin to have prognostic signifi- 
cance. 

Although the attempt was made to include 
a very wide range of possibly meaningful 
variables in our attempt to predict improve- 
ment, we must conclude that, if there are 
systematically relevant variables that are 
predictive of improvement, they have es- 
caped us. Possibly these variables fall with- 
in the realm of the psychological meaning 
of the treatment itself to the particular 
patient, a realm of data only tentatively 
explored by our investigation. 

Changes in Variables Associated with 
Improvement.—The correlation of improve- 
ment with changes in variables studied be- 
fore and after treatment gives a gross 
picture of what happens to patients—clin- 
ically, psychologically, physiologically, and 
biochemically—as they improve. Table 2 
lists the variables which had changes related 
to improvement. 

On the Lorr Psychiatric Rating Scale, 
improved patients showed fewer schizo- 
phrenic symptoms and less depression. That 
is to say, improvement (as would be ex- 
pected by definition) was associated with a 
decrease in the psychiatric symptom picture. 


As measured by psychological tests, im- 


proved patients increased in IQ ratings, ego 
Patients 


defensiveness, and motor speed. 
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TABLE 2.—Correlations of Improvement with 
Changes Between Pre- and Post-Treatment 
Measurements 


Correlation 


Variables Coefficients * 


Psychiatrie Variables 


Lorr schizophrenic —46 
Lorr total schizophrenic factors__...._________ —34 
Lorr depressive —46 
Lorr total depressive —36 
Psychological Variables 
Intellectual —20 
Bizarreness —35 
Ego defensiveness 6 23 
Frequency of breakdown of ego functioning —47 


—23 
Physiological Variables 

Autonomic dispersion. —20 
Biochemical Variables 

Urinary 31 

Total —23 

Radioactive iodine —20 


* Only those correlation coefficients are listed that meet the 
criterion for being considered meaningful, i. e., 0.20. 


who improved showed less intellectual im- 
pairment, frequent 
breakdown of ego functioning, less exag- 


less bizarreness, less 
gerated guilt sense, and less severe sexual 
problems. Thus, the psychological test find- 
ings reflect increased efficiency in psycho- 
logical functioning, as well as a reduction 


An 


increase in ego defensiveness is to be ex- 


in disturbances of ego functioning. 


pected when reality testing improves with- 
out returning to normal. 

Autonomic nervous system functioning 
became less variable for improved patients. 
This finding is quite consistent with the 
finding that autonomic dispersion was_ in- 
itially greater for patients who subsequently 
improved. Autonomic functioning in im- 
proved patients apparently becomes more 
stable and less subject to change. 
the 


provement was associated with increases in 


From biochemical standpoint, im- 
urinary creatinine, urinary uric acid, and 
serum calciurn; and with decreases in total 
serum catecholamines, fasting blood glucose, 


and radioactive-iodine uptake. 
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lf there is a specific relationship between 
adrenocortical function and schizophrenia, 
as has been postulated,’ it is not unlikely 
that a change in the clinical state of the 
patient might concomitantly be reflected in 
a change in any variable which might be 
indicative of the adrenocortical functioning 
of the patient. (It should be kept in mind 
that by a change in any variable we mean 
the algebraic difference between the pre- 
treatment value and the final, or one-month, 
post-treatment value.) Changes such 
nonspecific indices of adrenocortical func- 
tion other than creatinine-uric acid ratios, 
such as urinary inorganic phosphate and 
even 17-ketosteroids, appear to have no re- 
lationship to improvement. A change in 
17-hydroxycorticosteroids, a more direct 
measure obtained on a smaller sample, was, 
similarly, not significantly related to im- 
provement. Clearly, the observed correla- 
tion of urinary creatinine and uric acid is 
not reflective of a direct adrenal cortical 
relationship, but at best shows only an 
indirect one. The importance and meaning 
of this correlation is, however, as yet un- 
known. A more definitive statement con- 
cerning the relationship of adrenal cortical 
functioning and improvement must await 
analysis of other data on these parameters 
obtained at three points between the pre- 
and post-treatment measurements, as well as 
the response of these variables to injection 
of corticotropin. 

The meaning of the observed correlation 
between an increase in serum calcium and 
improvement is not understood, but it does 
not appear to be an artifact of the experi- 
ment. However, like the fasting blood glu- 
cose correlation, many factors can influence 
the serum calcium relationship, so as to 
make an interpretation of the data hazard- 
ous. 

The statistically 
between a decrease in total serum catechol- 


significant correlation 
amines and improvement also leaves much 
to be understood. If a metabolite of 
epinephrine metabolism is involved in schiz- 
ophrenia, as has been suggested by several 
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workers,® it might be conjectured that a 
decrease in total catecholamines would lead 
to a diminished concentration of this metab- 
olite. These speculations are not explana- 
tions of the observed correlation. 

Improved patients were observed to de- 
crease in I'*! uptake. In order to have an 
additional check, protein-bound iodine (PBI) 
was also determined. However, there was 
no observed correlation between the change 
in PBI and improvement. 

The meanings of the changes in these 
several variables cannot now be integrated 
into a single rationale that would relate 
changes in biochemical functioning and 
improvement in clinical condition. 

Comment.—Karlier studies by many other 
investigators have dealt with the prognostic 
significance of one or, at most, a few vari- 
ables in relation to particular types of 
treatment. The present study has attempted 
to deal with the patient as a multifaceted 
individual. This multidisciplinary approach 
to the study of improvement in psychiatric 
patients has met with only limited success 
when prognosis is considered, and it has 
yielded considerable information about the 
The bio- 
chemical findings, in particular, stimulate 
research interest in elucidating the underly- 
ing mechanisms. At the practical level, we 


concomitants of improvement. 


do not suggest that our results be used in 
selection of patients for treatment or in the 
determination of standards for improve- 
ment. The findings have significance only in 
relation to the theoretical problems of de- 
scribing (and perhaps, even understanding ) 
improvement in psychiatric patients. 

In considering the theoretical implications 
of these results, it should be emphasized 
again that the findings are based on data 
from a relatively chronic male veteran sam- 
ple of patients with a good prognosis for 
somatic therapy, and that “improvement” 
refers to evaluation made one month afte 
treatment. The present findings are based 
on data from 96 cases, a group large enough 
for the results to have some stability. It is 
worthy of note that some of the results we 
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previously reported,” based on data from 
only 36 cases, were not substantiated when 
the larger number of cases was available. 
The principal criterion for inclusion in 
the sample was suitability for shock treat- 
ment, not diagnostic category. Thus, the 
sample consists of a diagnostic mixture: 
many schizophrenics, some schizoaffectives, 
and some depressives. Because some of the 
variables studied were found to be related 
to diagnosis, |! the question arises as to 
whether the relationship between certain 
variables and improvement occurred by way 
of the relationship to diagnosis, even though 
diagnosis itself was not shown to be related 
to improvement. The number of patients 
with significant affective components in 
their illnesses is too small for their data to 
be analyzed separately. The schizophrenics, 
however, form a large enough group for 
separate analysis. For each variable related 
to diagnosis, the data were examined to see 
whether the relationship (if any) between 
that variable and improvement was the same 
for the group of schizophrenics only as for 
the total group. In no case was there any 
change in the relationship or lack of rela- 
tionship. It seems reasonable to assume, 
therefore, that no artifacts were introduced 
by the inclusion of some depressive and 
schizoaffective patients in a group composed 
predominantly of schizophrenic subjects. 


Summary 
Improvement in psychiatric patients has 
been studied in relation to certain psychiatric, 
psychological, physiological, and biochemical 


||| Age of patient 0.65; age at onset of illness 
0.55; time since first evidence of psychosis 0.24; 
Lorr total schizophrenic factors —0.32; Lorr 
deviation —0.25; Lorr schizophrenic scale —0.38; 
Lorr depressive scale 0.27; IQ 0.25; organic 
involvement 0.25; most pathological breakdown of 
ego functioning —0.21; depression-schizophrenic 
ratio 0.67; motor speed —0.20; problem with ag- 
gression —0.24; urinary 17-ketosteroids per gram 
of creatinine per 24 hours —0.21; serum sodium 
0.22; blood uric acid 0.22; blood glucose 0.25; 
radioactive-iodine uptake 0.22. Of these variables, 
only the following three were also related to 
improvement: age of patient, time since first 
evidence of psychosis, and motor speed. 
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VARIABLES RELATED TO IMPOVEMENT WITH ECT 


variables. A group of 96 psychiatric pa- 
tients treated with real simulated 
electroconvulsive therapy were studied in- 
tensively before treatment and one month 
after treatment. The aim was to study the 
prediction of improvement and to further 
understanding of the concomitants of im- 
provement. 

Of 59 pretreatment variables, 5 were 
shown to have suggestive, but not practical, 
value in the prediction of improvement 
under these experimental conditions. The 
group of patients who later improved were 
characterized before treatment by a greater 
length of time since first evidence of psy- 
chosis, older age, motor retardation in psy- 
chological tests, greater variability 
autonomic nervous system functioning, and 
a lower level of spinal fluid calcium. The 
variables of length of illness and age appear 
to be related to a course of illness charac- 
terized by remissions, and therefore ex- 
pected to have a better prognosis. 

Of 53 change variables, 19 were associ- 
ated with improvement. The psychiatric, 
psychological, physiological, and biochemi- 
cal concomitants of improvement included 
fewer schizophrenic symptoms and less de- 
pression; increased efficiency of ego func- 
tioning as measured by psychological testing, 
along with fewer disturbances of ego func- 
tioning; decreased variability of autonomic 
nervous system activity; increases in ur- 


nary creatinine, urinary uric acid, and 
serum calcium, and decreases in total cate- 
cholamines, fasting blood glucose, and 


radioactive-iodine uptake. 
Dept. of Psychiatry, University of California 
Medical Center (24). 
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Family Care 


Extramural care of mental patients has 
found a steadily growing acceptance in the 
United States. Major discussions of the 
technique have been offered by Crutcher ! 
and by Pollock.**® Favorable mention of 
family care has been made by Maletz? and 
Muncie,’ and perhaps its strongest endorse- 
ment has come from Rosanoff,’ who wrote: 
“There is no doubt that at least 25 per cent 
of the population of the average mental hos- 
pital can be maintained in extramural care 
with great advantage to all concerned.” In 
view of these positive statements, there is, 
as Stycos® has noted, surprisingly little 
systematic knowledge about the processes 
involved in home care. A study by Molholm 
and Barton,? which will be referred to, is 
a major exception. 

The present report has as its purpose the 
evaluation of the efficacy of family care. 
Such efficacy has previously been demon- 
strated by data referring to the status of 
patients as of a given follow-up date. This 
method will be used in the present study, 
and a second technique of evaluation, that 
of the subject as his own comparison group, 
will be introduced. 


Data 

The sample studied involved 191 patients, 
all the veterans placed on trial visit to a 
supervised family-care home from the Vet- 
erans Administration Hospital, Palo Alto, 
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between Jan. 1, 1951, and Dec. 31, 1954, 
who did not die before a minimum of 18 
months after first placement. The cut-off 
date for the follow-up was July 1, 1956, 
insuring a minimum of 18 months follow-up 
after placement. Of the 191 patients, 12 
were female; the remaining 179 were male. 
This sample contrasted sharply with Mol- 
holm and Barton’s * Worcester State Hos- 
pital sample of 299 patients, of whom 70% 
were female. Molholm and Barton used a 
minimum follow-up period of 15 months 
for patients placed in the years 1934-1938. 

Using the method of evaluation of patient 
status as of a given date, there is a striking 
similarity between Molholm and Barton's 
results and those obtained in this study. 
At the follow-up date, 35% of the Wor- 
cester sample had been returned to the hos- 
pital, while 33% of the Palo Alto sample 
were in the returned-to-hospital status. At 
the follow-up date 23% of the Worcester 
sample and 29% of the Palo Alto sample 
remained in home Finally, at the 
follow-up date 42% of the Worcester and 
38% of the Palo Alto sample were living 
independently on visit or discharge status. 


care. 


To summarize the findings of this measure, 
65% of the Worcester and 67% of the Palo 
Alto sample of patients placed in home care 
were out of the hospital on the follow-up 
date. 

A second, and more refined, measure of 
the efficacy of family care was the com- 
parison of the percentage of time the patient 
remained out of psychiatric hospitals after 
placement with the percentage of time he 
had spent in psychiatric hospitals from his 
first hospitalization to the date of first 
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family-care placement.* The median per- 
centage of time spent out of psychiatric 
hospitals from first hospitalization to first 
placement was 25% for the 191 patients in 
the present study. The median time out of 
psychiatric hospitals from first placement to 
the follow-up date at least 18 months later 
90.5%. 


signed-ranks 


Wilcoxon’s matched- 
test,> the 


amount of time spent out of psychiatric 


was Using 


pairs, increased 
hospitals yielded a critical ratio of 8.95, 
which could have occurred by chance far 
less than once in 100,000 times. This gain 
was all the more impressive because the 
trend for patients with relatively long his- 
tories of hospitalization (in this sample the 
median number of years of psychiatric hos- 
pitalization was seven) is toward reduced, 
rather than increased, likelihood of extra- 
mural adjustment. 


Comment 


This study made use of a method in 
which patients served as their own control 
group. Such a procedure was valid in a 
situation in which percentages were based 
on relatively long periods of time and in 
which the actuarial expectation ran counter 
to improvement. Using this technique with 
a sample of 191 patients, a median of an 
additional six months of every year was 
spent out of psychiatric hospitals after 
placement. The percentages of patients in 
ach of three hospital statuses on a given 
date were highly similar to those reported 
by Molholm and Barton * for a sample that 
differed as to sex ratio, economic era, and 
type of hospital. While other research- 

*By using VA claim files, data were obtained 
about all hospitalizations, not only those at the 
specific station at which this study was conducted. 
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the task of further 
specification of the type of patient most 
likely to benefit 
support 


es 12) have begun 


from family care, the 
the contention that 
family care can be a treatment resource of 


present data 
great value. 


Veterans Administration Hospital. 
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Pyrocatecholamines 


The administration of insulin causes the 
secretion of epinephrine from the adrenal 
medulla! through a central mechanism.** 
This effect may be detected by the large 
increase in the output of the hormone in 
the urine.*!® Release of epinephrine also 
occurs during the insulin treatment of psy- 
chiatric patients, as has long been concluded 
from the vasopressor changes, pupillary di- 
lation, sweating, and other clinical responses. 
Because the repletion of the normal adrenal 
medulla with epinephrine is a slow process, 
at least in the rat,!! it was considered of 
interest to determine whether repeated in- 
sulinization, as practiced therapeutically in 
mental patients, affects the balance between 
formation of epinephrine and its release 
from the adrenal medulla. The purpose of 
this paper is to record the finding that the 
response to insulin, as judged by the excre- 
tion of epinephrine, diminishes significantly 
after a few daily injections of insulin 


Procedures 


The subjects studied were patients at the Allan 
Memorial Institute of Psychiatry; they were re- 
ceiving somnolent insulin (subcoma) therapy as 
part of their treatment program. There were nine 
male and seven female patients. Ages ranged from 
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19 to 54 years. Diagnoses were as follows: de- 
pressive reaction, five cases; anxiety reaction, three 
cases; schizophrenia, three cases; personality dis- 
order, two cases, and obsessive-compulsive neurosis, 
conversion reaction, and mixed psychoneurosis, one 
case each. 

For the purpose of this study, 13 of the patients 
were followed during a single week of treatment, 
and 3 of them for two weeks each, thus making a 
total of 19 patient-weeks. All patients studied, 
except one, were in their second or later week of 
treatment, and had received insulin on at least 
several occasions prior to the week they were 
studied. Doses of insulin ranged from 0.2 to 1.0 
I. U. per kilogram of body weight. 

Urine Collections—The patients followed the 
normal routine of this hospital for somnolent in- 
sulin treatment. They were awakened between 6 
and 7 a. m., at which time overnight urine was 
voided and discarded. 
until shortly before insulin was injected (about 
9 a. m.) was collected and labeled ‘“Preinsulin 
Sample”; that collected for a further period of 
approximately four hours, i. e., until the time when 
the stupor was relieved by consumption of a meal, 
The exact duration 


Urine voided from this time 


was the “Postinsulin Sample.’ 
of the two collection periods was recorded. All 
urine samples were analyzed for epinephrine, and 
most of them for norepinephrine also. The results 
were then expressed as the average rate of excre- 
tion for the period of collection, in millimicrograms 
per minute. When, occasionally, insulin was omitted 
on a particular day for therapeutic reasons, no urine 
was collected. 

Chemical Method—An extension of the pre- 
viously described procedure for the fluorometric 
estimation of pyrocatecholamines * was used. The 
oxidation step, in which the “chromes” are formed, 
was carried out at pH 3 and pH 6, respectively. 
Under the conditions employed, only epinephrine 
is measured at the lower pH; at pH 6 both epi- 
nephrine and norepinephrine yield derivatives which 
can be converted to fluorescent substances. The 
3-hydroxytyramine present in urine contributed 


negligible fluorescence to the fraction measured at 
the higher pH. 
scribed before.” 


Calculations were made as de- 
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TaBLe 1.—Analysis of Variance of Data on Rate 
of Excretion of Epinephrine 


Degrees 
Sources of of Mean F 
Variation Freedom Square Ratio 
Total 171 
Periods X Days 9 2,221 .285782 5.423 
(Periods, i. e., pre- (1) (15,182.883721) 37.064 


insulin ra. post- 
insulin) 


Subjects 18 2,526.257930 6.167 
Remainder 144 409.641919 (1.000) 
Results 


On the first four days of treatment weeks 
there were 69 administrations of insulin, 
and on 61 of these occasions the expected 
effect of insulin on urinary epinephrine, 
i. €., increased rate of excretion, was ob- 
served, As shown in the variance analysis 
of the data (Table 1), there was great var- 
iation among the subjects in the magnitude 
of the After the fifth 
injection there was a distinct change in 


14 of the 


17 occasions on which insulin was adminis- 


response. insulin 


the character of the results. On 


tered on a lriday, there was either no 
increase in the rate of epinephrine excretion 
or an increase which was smaller than on 
the previous days. The three patients who 
this 


effect of insulin on Friday; two of them 


fell outside pattern had the largest 
showed a progressively increasing response 


to insulin during the course of the week. 


Mean Rate, Myug/ Min. 


Day of wi 
Week Amine * Before Insulin After Insulin 
( 6 
Monday 
ol. 
{E 22.4 50.2 
\N 51.9 49.1 
. 


E 18.9 39.8 
Wednesday 
53.7 61.5 
(E 19.0 34.9 
Thursday os 

43.0 61.3 

(E 28.6 
Friday 28. 34.4 
\N 57.2 47.9 


* E=epinephrine; N, norepinephrine (arterenol). 
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TABLE 2.—Effect of Insulin on Rate of Excretion of Epinephrine and Norepinephrine 


This picture is confirmed by statistical 
analysis of the data. The mean rates of 
excretion of epinephrine and norepinephrine 
for the two periods on each day of the week 
are given in Table 2. Analysis of variance 
of the epinephrine data (Table 1) permits 
calculation of the standard error of differ- 
ences between the mean rates of excretion 
of epinephrine in the periods before and 
after the injection of insulin. It can be 
seen (last column of Table 2) that in this 
series of cases insulin has exerted its epi- 
nephrine-releasing action to a_ significant 
extent on the first four days of the week, 
but not on the last. These results cannot 
be explained by changes in insulin dosage, 
for the unitage was constant during a given 
week in where it was 
altered the direction of the change in epi- 
nephrine excretion was not systematically 
related to the small adjustment in dosage. 
The physiological stimulus for the release 
was 


most cases; and 


of epinephrine, viz., hypoglycemia, 
evoked at each administration of insulin, 
as judged by the clinical responses of the 
patient seen in the hypoglycemic state. 
The excretion of norepinephrine showed 
great variation in this series, both among 
individuals and from day to day. Moreover, 
there was no consistent change in the rate of 
excretion of this compound as a result of 
insulin injection, either in the group as a 
whole or in the individuals comprising. it. 


Significance 
of Difference 


Mean Difference No. of Subjects 


22.8 16 <0.01 
5.3 11 >0.05 
27.8 19 <0.01 
2.8 12 >0.05 


20.9 17 <0.01 
78 11 >0.05 
15.9 17 0.01-0.05 
18.3 11 >0.05 
5.8 7 >0.05 
-9.3 2 >0.05 
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This finding is in agreement with other re- 
sults in this field. The analysis of variance 
of the data for norepinephrine was_ per- 
formed, but the figures have been omitted 


to conserve space. 


Comment 


The action of insulin on the adrenal 
medulla is known to be mediated through 
its effect on the blood sugar: Hypoglycemia 
elicits the nervous stimulation of the gland, 
and this results in the release of epineph- 
rine.®* Although the clinical responses to 
insulin were observed on each occasion in 
this study, the hyperepinephrinuria dimin- 
ished markedly after insulin had been given 
on four successive days. That depletion of 
epinephrine stores actually occurs under 
these can be inferred from 
Pitkanen’s rats , given repeated 
injections of insulin.!” 
Using 0.4 to 2.5 1. U. 
gram of body weight, given every cther day, 
she found that the excretion of epinephrine 
over a five-hour period declined sharply 
beginning with the second dose. On_ the 
largest dose the epinephrine content of the 


conditions 
data on 


of insulin per kilo- 


adrenal gland fell promptly to but a small 
per cent of the level observed in control 
animals. This decline in pyrocatecholamine 
stores and the fall in epinephrine excretion 
ran parallel. Outschoorn states that 4 “with 
a sufficiently powerful and prolonged stim- 
ulus the utilization of adrenaline increas- 
ingly outpaces synthesis, with the result 
that the glands are depleted of that amine.” 

The conclusion should not be drawn from 
Table 2 that insulin had no effect on the 
excretion of epinephrine on Friday. It must 
be kept in mind that there is normally a 
tendency toward decreased output of epi- 
nephrine (and of norepinephrine) in the 
later course of the morning,!* so that the 
postinsulin rate of excretion on Friday may 
actually be well above the value expected 
had insulin been withheld. In this case one 
could say that there was an increased out- 
put of epinephrine during the hypoglycemic 
period, though this increase was consider- 
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ably below that observed on the preceding 
days of the week. 

In summary, it has been demonstrated in 
mental patients undergoing therapy that re- 
peated administration of insulin results in 
a markedly diminished response to this hor- 
mone, as measured by the output of epi- 
nephrine in the urine. 

We wish to thank Dr. R. A. Cleghorn for his 
interest and encouragement throughout the progress 
of this work. 


Allan Memorial 
Pine Ave. W. 


Institute of Psychiatry, 1025 
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LSD-25, and BOL-148 


It has been demonstrated experimentally 
that tolerance to the effects of lysergic acid 
diethylamide (LSD-25) develops rapidly, 
both in man '*-* and in animals.*® Tolerance 
to mescaline, with a less rapid development, 
was observed in rats by Freedman et al.® 
We are not aware of studies on tolerance to 
2-bromo-d-lysergic acid diethylamide ( BOL- 
148). Tachyphylaxis to LSD-25, it seems, 
is another problem which has yet to be in- 
vestigated. 

In a previous research * performed by our 
group crossed tolerance was demonstrated, 
in three human subjects, between LSD-25 
and mescaline. The purpose of the present 
study was to confirm our experimental re- 
sults and to investigate whether rapid toler- 
ance to mescaline also develops in humans, 
whether subjects having acquired such tol- 
erance are resistant to LSD-25, whether 
protracted administration of BOL-148 gives 
a tolerance to this drug and to the . hemically 
related LSD-25, and whether tachyphylaxis 
to lysergic acid diethylamide can be shown 
in man. 

After our experiments were planned and 
executed, we became aware of the findings 
of Abramson et al.,? showing that BOL-148, 
given to four subjects for a number of days 
(at a lower dosage than ours), did not con- 
sistently antagonize the LSD-25 reaction. 


Method 


Experiments were performed on 18 patients in 
our clinic. The diagnoses, in regard to these pa- 
tients, were epilepsy, in four cases; polyneuritis, 
in two cases, neuralgia, in two cases; neurosyphilis, 
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in one case; head trauma, in one case, and psy- 
choneurosis, in eight cases. 

All subjects were selected on the basis of their 
capacity to judge and report drug effects. Former 
light anticonvulsive or sedative therapies were 
maintained constant throughout the experiments. 

Testing crossed tolerance, we administered the 
various drugs at increasing doses (Figs. 1-3), 
reaching a daily maximal administration of 0.5 gm. 
of mescaline (intravenously), 200ug. of LSD-25 
(orally), and 2.500ug. of BOL-148 (orally). The 
lowest doses were sometimes given twice in the 
same day. 

Twenty-four hours after the highest dose was 
given, another drug was test 
crossed tolerance. The effects of the second drug 
had been controlled many days (at six ) 
previously (Cases 1, 4, 5, 8-14) or later (Cases 
16). 

In later controls the possibility of a psychological 
interference in crossed-tolerance phenomena must 
also be eliminated. For example, Cases 2 and 3 
had their first hallucinatory phenomena only in 
the late control. 

Tachyphylaxis experiments were performed on 
two subjects, giving LSD-25, 200ug.  (intra- 
venously) at 10 a. m. and again at 4 p. m., when 
the effects of the first administration had 
appeared. 

Case 6 was treated with full doses of mescaline 
(intravenously) and LSD-25 (orally) on two 
immediately consecutive days. 

We collected the data directly, observing the 
patients and inviting them to relate freely their 
symptoms (carefully avoiding suggestion), through- 
out the course of the experiment. Each patient 
was also questioned the following day. 

Drug effects were graded from Point 1 to 
Point 4 and were classified as follows: (1) au- 
tonomic and kinesthetic; (2) motor; (3) 
tional; (4) related to consciousness, and 
psychosensorial. 


administered, to 


least 


dis- 


emo- 
(5) 


Results 


Figures 1 to 3 present our main experi- 
mental data. The following conclusions seem 
evident : 

1. The repeated administration of LSD-25 
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Fig. 1—Tolerance to LSD-25 and cross tolerance to mescaline. Horizontal column: doses. 
Vertical column: effects (1) autonomic and kinesthetic, (2) motor, (3) emotional, (4) related 


to consciousness, (5) psychosensorial. 


at increasing doses allows the establishment 
of a high degree of tolerance to that drug, 
some residual effects being almost only in 
the autonomic field (lig. 1). 


2. Repeated administration of LSD-25 at 
an elevated dosage with eight-hour intervals 
does not show any consistent tachyphylaxis 
effect, either from the somatic or from the 


Fig. 2.—Tolerance to mescaline and cross tolerance to LSD-25. Horizontal column: doses. 
Vertical column: effects (1) autonomic and kinesthetic, (2) motor, (3) emotional, (4) related 


to consciousness, (5) psychosensorial. 
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Prolonged administration of BOL-148 and effects of LSD-25. Horizontal column: 


doses. Vertical column: effects (1) autonomic and kinesthetic, (2) motor, (3) emotional, 
(4) related to consciousness, (5) psychosensorial. 


psychic point of view (experiments are not 
included in the graphs). 

3. Tolerance to mescaline also seems to 
develop after repeated administration over 
many days, but in our patients the phe- 
nomenon was of less rapid development and 
less evident than with LSD-25. Autonomic 
effects, especially, tend to persist (Fig. 2). 

4. It was difficult to evaluate the tolerance 
of the subjects to BOL-148, given the light 
effects of the drug. Nevertheless, a certain 
tolerance seems to develop (Fig. 3). 

5. Subjects tolerant to LSD-25 are highly 
resistant to all mescaline effects (Fig. 1). 

6. Subjects tolerant to mescaline showed 
a certain resistance to LSD-25, although in 
a less constant and evident manner (Fig. 2). 

7. Prolonged administration of BOL-148 
does not cause the patient to have a marked 
resistance to LSD-25 (Fig. 3). 


Comment 


The present study confirms our previous 
results concerning crossed tolerance be- 
tween LSD-25 and mescaline. It also seems 
to confirm the findings of Freedman et al.° 
on tolerance to mescaline in rats, and those 
of Abramson et al.? on the almost negative 
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effect of BOL-148 in preventing, after pro- 
longed administration, the LSD-25 effects 
in man. 

The absence of tachyphylaxis to LSD-25 
seems difficult to bring into agreement with 
the calculations of Abramson et al.! concern- 
ing the mechanisms underlying tolerance to 
the drug. They believe that a hypothetical 
tolerance factor Fy, formed in the body 
from LSD-25 through a metabolic system, 
and responsible for the blocking effect on 
the LSD-25 reaction, will disappear at a 
constant rate (in their cases from 25% to 
70% in 24 hours). But, if so, six hours 
after the first dose of lysergic acid diethyla- 
mide, there should be an almost complete 
resistance to an equal amount of the drug. 
In our cases the effect at 4 p. m. was almost 
identical with that at 10 p. m. of the same 
day. 

In our former study we discussed the 
analogies between tolerance phenomena for 
analgesics and those for hallucinogens. We 
also discussed the possibility of obtaining 
from mescaline an indolic group, such as is 
contained in the LSD-25 molecule. We 
should like now to discuss some other con- 
siderations. 
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1. LSD-25 and mescaline act at highly 
different molecular concentrations. If, in 
order to explain crossed tolerance, common 
receptors are assumed, one must admit that 
very small amounts of mescaline become 
pharmacologically active in the body. 

2. It is interesting to note in what re- 
spects tolerance and autonomic and psychic 
effects parallel one another. 

3. Tolerance to LSD-25 develops rapidly 
and completely, as it does to morphine. 
Nevertheless, an abstinence syndrome does 
not appear. This syndrome does not seem 
necessarily to be related to the possibilities 
of acquiring rapid tolerance to a drug. 

4. The possible discovery of an apparently 
inactive compound which, after prolonged 
administration, could prevent the effects of 
LSD-25 (and eventually of other psycho- 
toxic agents ) would be of the greatest thera- 
peutic utility. As yet, however, a similar 
effect has been proved only by us with 
mescaline, and by Abramson et al.? with 
MLD-41, which is a psychotogenic drug, 
chemically related to lysergic acid diethyla- 
mide. Further studies in this direction are 
of foremost importance. 


Summary 
It was possible to prove that tolerance to 
lysergic acid diethylamide (LSD-25) de- 
velops very rapidly in man. Tolerance to 
mescaline also occurs but less rapidly. Sub- 
jects tolerant to LSD-25 are very resistant to 


mescaline effects. Tolerance to mescaline, 


likewise, seems to be related to a certain 
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resistance to LSD-25 effects. Prolonged ad- 
ministration of 2-bromo-d-lysergic acid 
diethylamide (BOL-148) does not cause the 
subject to be resistant to LSD-25. Tachy- 
phylaxis effects to LSD-25 are not visible 
in man. 


Mentali della 
Prof. G. B. 


Nervose e 
Direttore, 
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Universita di Padova; 
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Since the enigmatic disease known as 
anorexia nervosa is associated with an ex- 
treme, lengthy state of starvation, one could 
expect to find distinct changes in the protein 
metabolism, for instance. 
should be possible to obtain an idea of the 
minimum consumption of body protein dur- 
ing starvation, as well as in realimentation 
with various amounts of calories. Ever since 
the investigations of Rubner, this problem 
has been the subject of numerous discus- 
Hitherto, no investigation of this 


Moreover, it 


sions. 
kind seems to have been made in anorexia 
nervosa. 

In order to throw light on this problem, 
we have studied a case of anorexia nervosa 
which, owing to its course, proved to be 
highly suitable for analyses of this kind. 
It was, in fact, possible to record the changes 
in nitrogen excretion and the protein loss 
when the food intake was confined to car 
bohydrates, administered in the form of 
glucose. Furthermore, in view of the pa- 
tient’s singular eating habits, the minimum 
quantity of protein which produced a pos- 
itive nitrogen balance could be determined. 
It was found that the patient had remark- 
ably low values for protein metabolism when 
fed on protein-free, high-carbohydrate 
diet, and that administration of very small 
quantities of protein sufficed to produce a 
positive nitrogen balance. 


Report of a Case 


The patient was a 14-year-old girl. The family 
history was noncontributory, and her home condi- 
tions were She was a_ twin 
weighed 1,060 gm. at birth (her twin brother, who 


satisfactory. and 
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weighed 2,060 gm., died at the age of one day). 
Despite the low birth weight, no complications 
occurred in infancy. At the age of one year, 
her weight was 8,000 gm. Early physical and 
mental development normal. Her physical 
health had always been good. The menarche oc- 
curred at 11 years. She was generally cheerful 
and lively, although sensitive and stubborn. She 
was always active and full of initiative, and took 
the lead among her friends. There were no ap- 
parent nervous disturbances and no school prob- 
lems. 


was 


From 11 to 13 years of age she gained con- 
siderable weight, until she was slightly overweight, 
but she did not seem to be troubled by it. How- 
ever, at 14 years of age (nine months before 
hospitalization) she started to reduce. After a few 
months, she was practically unable to eat. If she 
occasionally ate what she regarded as one piece of 
bread too much, acute anxiety appeared, together 
with an urticaria-like rash over her whole body. 
She was, nevertheless, willing to help with buying 
and cooking the food at home. She gradually 
became depressed and isolated herself completely 
from her friends. She was restless and had to be 
constantly occupied. Intense nail biting developed. 
She was very sensitive to cold and slept badly. 
In the course of six months her weight fell 16 
kg. to 32 kg. (height 153 cm.). Menstruation had 
ceased about a month after she started to reduce. 
She was unable to give any explanation of her 
behavior. 

On admission to hospital in December, 1955 
(age 14 years 9 months), the patient was ex- 
ceedingly thin. Physical examination and laboratory 
tests nothing noteworthy. The basal 
metabolic rate was 25% below normal. Hormonal 
analyses conditions. The EEG 
and EKG were normal. Psychological examina- 
tion (including the Rorschach test) disclosed no 
signs of psychosis. After the investigations, a 
diagnosis of typical anorexia nervosa was made. 


disclosed 


showed normal 


The patient was treated according to the current 
principle at our clinic in such cases, i e., with 
psychotherapy only. In our experience and in that 
of other authors (Loffler,” 1955), this treatment 
generally gives good results. No resort was made 
to forced feeding or intravenous nutrition. 

For one week after admission, the patient  re- 
fused all food and also limited her fluid intake. 
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From the third week onward, however, she allowed 
her drinks to be sweetened; relatively large 
quantities of glucose could therefore be given daily. Rectal temperature 


During the subsequent three months the patient 


could be induced to eat only periodically, despite 
intensive psychotherapy. She then ate small quan- 
tities of toast, jam, yoghurt, boiled fish, and 
cornstarch (corn flour) pudding, which constituted 


her own choice of food. As a rule, only one 
particular nurse was allowed to feed her. Meals 
took a long time, and during them her anxiety Basal metabolism 
reached a violent intensity. She usually ended by 
trying to get rid of the food ingested in one way 


| 1 5 10 15 week 4! 
Fig. 2.—Rectal temperature, heart rate, and 
basal metabolic rate in a case of anorexia nervosa. 
The weeks of the observation period are shown 
on the abscissa. 
Body weigh! 


or another. After a few days, she was unable to 
stand the stress any longer; periods of varying 


duration followed when she refused everything 


but sweetened drinks 

It was not until the 13th week that she was able 
to conquer her anxiety to such an extent that her 
food intake could be increased successively to a 
satisfactory amount. Her weight then rose rapidly 
to about 35 kg. The main features of the course 
are shown in Figure 1. No residual physical 
damage could be detected. On the other hand, 
marked psychologic symptoms persisted, the 


form of anxiety and neurotic compulsions, which 


were dithcult to overcome. 


Fig. 3.—Appearance of a patient with anorexia 
nervosa at the height of the illness and after re- 
covery. In contrast to the conditions in ordinary 
states of starvation, the breasts are not atrophied. 


Calories in food 


10 4) 

week 
Fig. 1—Change in body weight, nitrogen balance, 
and caloric intake in a case of anorexia nervosa. 
The nitrogen balance and caloric intake are given 


as the mean value per 24 hours during the various Wee k 6 Wee k- or 


weeks of observation, shown on the abscissa. 
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PROTEIN METABOLISM IN ANOREXIA NERVOSA 


0 1-10 11-20 21-30 3-40 41-50 51-60 61-70 

cai/kg 
Fig. 4—Relation between nitrogen excretion 
and caloric intake with a protein-free diet in a 
case of anorexia nervosa. The quantity of nitrogen 
excreted per kilogram of body weight is shown 
on the ordinate, and the caloric intake on the 
abscissa. The lines above and below the black 
dots denote the standard error of the mean. From 
left to right, the dots give the mean value for 
the following numbers of protein-free days: 10, 

2-5, 8.8, Sand 3. 


Methods 


During the four months of continuous hospital- 
ization and one control week (4lst after the 
beginning of the observation period), daily deter- 
minations were made of the food intake, the quantity 
of nitrogen ingested and excreted, body tempera- 
ture, pulse, and body weight. The basal metabolic 
rate was determined every four weeks. 

All the food given was weighed. Its caloric and 
nitrogen contents were calculated) from food 
tables (Abramson,' 1947); this could easily be 
done since, during the greater part of the time, 
the calories were supplied only or chiefly in the 
form of glucose. All urine and any feces were 
collected daily, and the nitrogen content was de- 
termined according to the method of Kjeldahl. 

The patient’s daily nitrogen balance was cal- 
culated from the values obtained for the nitrogen 
content of the food, urine, and feces. The calcu- 
lated mean nitrogen balance for each week is 
recorded in Figure 1. In the relevant diagram, 
the quantity of nitrogen, ingested in the form of 
protein, is shown as a column starting from the 
O-line. The quantity of nitrogen excreted is then 
recorded from the upper borderline of the column 
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Taste 1—Survey of Results Regarding the 
Minimum Quantity of Protein Able to Produce 
a Positive Nitrogen Balance, and the 


Relevant Caloric Intake 


Quantity of 
Protein Representing Caloric Intake, 


Gm. N per Kg. Cal/Kg. Author 


0.18 51 Kumagawa?’ 

0.10 47 Hirschfeld ¢ 

0.08 78 Klemperer * 

0.08 77 Klemperer ¢ 

0.08 46 Peschel!! 

0.08 41 Sivén!? 

0.05 40 Present investigation 


downward, If this column extends below — the 
abscissa, it implies that the patient’s nitrogen or 
protein balance was negative, with a resulting loss 
of body protein (black column). If, on the con- 
trary, the nitrogen excreted was less than that 


ingested, the balance is positive; this is denoted 
by a hatched column above the abscissa. Figure 1 
also shows the daily caloric intake, calculated as 
the mean value per week. 


TABLE 2.-——-Survey of Observed Minimum Quantity 
of Nitrogen Excreted with a Protein-Free Diet 


Quantity of 
Nitrogen Excreted, Caloric Intake, 


Gm/ Kg. Cal/ Kg. Author 
0.047 52.5 * Landergren * 
0.054 45.2° Landergren * 
0.049 45t Landergren * 
0.025 61-70 Present investigation 


* Exclusive of carbohydrates. 
+ Fifty per cent of calories derived from fat. 


The rectal temperature, heart rate, and basal 
metabolic rate are recorded in Figure 2. It can 
be pointed out that the patient felt very cold; 
this necessitated extra heating of her bed and 
room. Her appearance at the height of the illness 
and after recovery can be inferred from Figure 3. 


TABLE 3.—Nitrogen Excretion in States of 
Starvation: Minimum Values Observed 


Nitrogen Excretion, Experimental 
Gm/Kg. Subject Author 


0.19 Cetti Lehmann et al, * 


0.18 Breithaupt Lehmann et al. * 

0.18 Johansson et al.* 

O15 Levanzin Benedict? 

0.17 Landergren Landergren * 

0.18 Case of anorexia Present investigation 
nervosa 
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During the Ist, 2nd, 8th, 11th, and 12th weeks 
of the observation period, there were altogether 
41 days without any intake of protein whatsoever. 
In Figure 4, the quantity of nitrogen excreted 
per kilogram of body weight in 24 hours on these 
days is shown in relation to the caloric intake. 

Table 1 shows the minimum quantity of nitrogen 
in the form of protein which produced a positive 
nitrogen balance in the present case (Fig. 1, Week 
13), and the number of calories then supplied. For 
comparison, values given the 
literature are also recorded in Table 1. 

The smallest quantity of nitrogen excreted with 
a protein-free diet in our case (Fig. 4) is com- 
pared in Table 2 with earlier observations. 

On 10 days of the first 2 weeks our patient 
took no food; the mean excretion of nitrogen was 
then found to be 0.18 gm/kg. of body weight in 
Table 3 this value is recorded, to- 


corresponding 


24 hours. In 
gether with corresponding values noted by other 
authors. 


Results and Comment 


The change in weight during the observa- 
tion period can be inferred from Figure 1. 
The patient’s lowest weight was 21.7 kg., 
which implies a decrease in body weight of 
more than 50%. Her height was 153 cm., 
corresponding to an average weight of 44.2 
kg. Forty-one weeks after the beginning of 
the observation period, the weight had risen 
to 38.4 kg. 

Figure 1 also records the variations in 
nitrogen balance. During the first weeks, 
large quantities of nitrogen were excreted 
(0.10-0.25 gm. of nitrogen per kilogram), 
corresponding to 22-31 gm. of protein in 24 
hours. The nitrogen excretion diminished 
markedly thereafter, and in the 11th week 
reached a minimum value of 0.025 gm. N per 
kilogram, corresponding to a total 3.5 gm. 
of protein. The intake of calories increased 
successively during the observation period 
(Fig. 1) and reached 60-85 Cal/kg. during 
the last weeks. Figure 1 indicates that the 
higher the number of calories administered, 
the easier was it to obtain a positive nitrogen 
balance. This is in agreement with earlier 
established The remarkable 


feature in the present case is that a positive 


observations. 


nitrogen balance could be obtained with a 
protein intake as low as 0.05 gm. N per kilo- 


gram. It can be inferred from Table 1 that 
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other authors have found the minimum 
figure for nitrogen equilibrium to be 0.08 
gm. N per kilogram. In every case the 
caloric intake was relatively high. The 
lowest value for the quantity of protein that 
could produce a positive nitrogen balance in 
the present case is thus a new minimum 
value. 

In Figure 4, the nitrogen excretion during 
those days on which the patient received no 
protein in the diet is shown in relation to 
the quantity of calories ingested, which were 
in the form of glucose only. It is apparent 
from the diagram how the nitrogen excre- 
tion, from amounting to 0.18 gm. N_ per 
kilogram on complete starvation, fell as the 
ingestion of calories increased, to reach a 
minimum of 0.038-0.025 gm. N per kilogram 
with intake of 41-70 Cal/kg. It is, there- 
fore, evident from this investigation that the 
loss of protein in anorexia nervosa can be 
appreciably diminished by a high caloric in- 
take. 

Thus, our patient lost only about 4 gm. of 
protein per 24 hours, owing to the protein- 
sparing effect of glucose. Similar results 
have been observed in corresponding studies 
in other forms of starvation (Calloway and 
Spector,® 1954). These authors found that, 
in healthy young men, the nitrogen excre- 
tion decreased with an increase in the caloric 
intake up to 700 Cal., i. e., 10 Cal/kg., but 
that additional calories 
produced no further decrease in the nitrogen 


administration of 
loss. In our case of anorexia nervosa, the 
nitrogen loss decreased continuously up to 
an intake of 41-70 Cal/kg. This shows how 
the ability of the organism to spare body 
protein increases markedly after long starva- 
tion when carbohydrates are administered. 
It is also evident from Table 2, which gives 
the values for the minimum excretion of 
nitrogen with a protein-free, high-calorie 
diet in other investigations, that the nitrogen 
loss was considerably lower in our case than 
in those previously observed. 

In states of total starvation, the organism’s 
caloric requirements are met from the body 
reserve of protein and fat. There is, then, 
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a large protein loss, as can be inferred from 
Figure 4 and Table 3. This is further 
evidence that fat has a considerably poorer 
protein-sparing effect than carbohydrates. 


The variations in temperature, pulse, and 
basal metabolism in our case are recorded 
in Figure 2. It can be seen that the patient 
had a subnormal temperature, considerably 
decreased basal metabolism, and, intermit- 
tently, a lower pulse rate than normal. 


It is evident from Figure 3 that the 
patient exhibited marked, generalized tissue 
atrophy, with the exception of the breasts, 
which were inappreciably atrophied, in con- 
trast to the conditions in ordinary states of 
starvation (Tolstrup,!* 1957). 

This with 


anorexia nervosa, nourished chiefly with 


investigation in a_ patient 
carbohydrates, indicates an extremely low 
metabolic rate of body protein, due to the 
fact that the protein metabolism seemed to 
be maximally anabolic. As a result, the 
nitrogen or protein balance was_ positive, 
the protein intake 
This metabolic 
the generally 


even when was ex- 


ceedingly small. change, 
with 
probably 


low basal 
why the 
patient was able to survive the lengthy ill- 


combined 

metabolism, explains 
ness without any apparent residual damage. 
It is clearly evident from our investigation 
that administration of adequate quantities 
of glucose markedly decreases a_ further 
loss of weight, and intensifies the anabolic 
phase of protein metabolism. Consequently, 
the loss of body protein is minimal, and can 
easily be prevented by supplying small 
amounts of protein. These facts are of 
paramount importance for preventing the 
development of hypoproteinemia and_ hy- 
poproteinosis and their attendant symptoms. 


Summary 


A case of anorexia has been 
studied for 112 days, with particular ref- 
erence to the protein metabolism. It is 
found that administration of large quantities 


of carbohydrate (61-70 Cal/kg. of body 
weight) sufficed to reduce the protein loss 


nervosa 
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to a minimum of 0.025 gm. N per kilogram, 
i. e., 0.16 gm. of protein per kilogram. 

In this case, a positive nitrogen balance 
was obtained, with ingestion of 0.31 gm. of 
protein per kilogram, or 0.05 gm. N per kilo- 
gram, with a caloric intake of 40 Cal/kg. 

During the periods of starvation, the 
nitrogen excretion is found to be 
siderably greater, amounting to 0.18 gm. N 
per kilogram, i. e., 1.1 gm. of protein per 
kilogram of body weight. 

The patient had a subnormal temperature 
and considerably decreased basal metabo- 


con- 


lism. 

The importance is stressed of providing 
nourishment that is as adequate as possible 
in anorexia nervosa. Protein deficiency is 
best prevented by administration of large 
quantities of carbohydrate, as well as the 
largest possible amount of adequate protein. 

Kronprinsessan Lovisas Vardanstalt, Karolinska 
Institutet, Polhemsgatan 30. 
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The Psychodynamic Formulation of Conflict 


AVERY D. WEISMAN, M.D., Boston 


Bridging the gap between theory and 
practice is one of psychiatry’s most impor- 
tant tasks. Although theories abound, too 
often there is only meager evidence to sup- 
port those theories. Paradoxically, the over- 
whelming material which some patients 
bring to an interview presents a serious 
problem for the psychiatrist, who must 
order the abundant, seemingly chaotic con- 
tent into intelligible conceptual form. More- 
over, in bringing clinical content into closer 
relationship with theoretical conclusions, the 
distinction between what the patient talks 
about and what the doctor infers is some- 
times overlooked. It is possible to slip from 
cautious inductive reasoning to deduction 
from already established hypotheses, with- 
out recognizing that new factors have been 
introduced. The resulting confusion —be- 
tween theoretical conjecture and _ clinical 
facts has even prompted some psychiatrists 
to believe that they have made unique dis- 
coveries. 

The current popularity of the tape-re- 
corded interview is based on the belief that 
theory and practice may be effectively co- 
ordinated by scrupulous attention to the 
spoken word. It also assumes that unwar- 
ranted inference may be avoided merely by 
detailed examination of the verbal record. 
However worthy this practice, words are 
only raw material which still must be sifted, 
organized, and formulated according to the 
theoretical presuppositions and evaluative 
standards of the doctor. This is the factor 
of the therapist.'* 

This paper proposes a simple scheme of 
formulation, based upon an analysis of the 

Submitted for publication Nov. 13, 1958. 

From the Department of Psychiatry, Massa- 
chusetts General Hospital, and the Department of 
Neurology and Psychiatry, Harvard Medical 
School. 
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components of conflict, by which the transi- 
tion from clinical facts to useful hypotheses 
may be facilitated. 

The Concept of Formulation 


The term formulation has a wide range 
of meaning in psychiatry. It has been ap- 
plied both to specific case content: and to 
general psychodynamic hypotheses. Some 
so-called formulations seem merely to con- 
sist of an unsystematic tabulation of the 
more prominent clinical findings, couched 
in somewhat dynamic terms. In contrast, 
other formulations may be so abstract that 
it is frequently impossible to recognize the 
evidence upon which the statements are 
Some of the ambiguity in the use 
occur because it has 


based. 
of formulation 
confused with 


may 
been such concepts as de- 
scription, diagnosis, psychic model, meta- 
psychological viewpoint, and formula. A 
brief examination of these concepts may 
help to define the psychodynamic formula- 
tion more precisely. 

The prototype of description is the case 
history. It is essentially narrative. Al- 
though the doctor may classify his report 
according to separate categories, such as 
present illness, past history, and childhood 
makes little use of 
psychodynamic principles. It differs from 
a mere record by being selective, and its 


diseases, description 


language is usually on a more abstract level 
than the patient’s language. A patient may 
describe an event, but a case history de- 
scribes the patient’s description, not the 
original event. However vivid a description 
may be, it is not a formulation. While a 
gifted novelist, for example, may disclose 
the motives of his characters by his skill in 
selective description, the psychiatrist _re- 
quires a more abstract method of appraising 


his patients. 
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The term diagnosis represents an evalua- 
tion of the description. It provides a con- 
venient rubric for the entire range of 
symptoms, statements, and behavior, as well 
as conveying certain conclusions about prog- 
nosis and management. Diagnostic language 
is even more abstract than description. For 
this reason, psychiatric diagnosis is both 
easy and difficult. It is easy when patients 
are assigned to one large category or an- 
other, based on the general description of 
a disorder. But diagnosis is difficult when, 
in simple terms, it attempts to account for 
the exquisite variations between patients 
and to make detailed predictions about 
them. As a result, many psychiatrists de- 
spair, doubt the value of diagnosis, and 
resort either to intricate descriptions, which 
make comparisons between patients impos- 
sible, or to almost meaningless hyphenized 
terms, which only betray the ambiguity 
they are designed to conceal. 

Psychic model is a structural representa- 
tion of the psychic apparatus as a whole.* 
Only secondarily, by way of the less ab- 
stract description and formulation, can the 
model account for actual clinical material. 
Closely related to the psychic model are the 
traditional metapsychological viewpoints— 
topographic, dynamic, and economic—which 
propose three different interpretations of 
clinical material in its entirety. Like the 
psychic model, metapsychological interpre- 
tations do not provide a practical method 
by which various kinds of clinical facts 
may be differentiated, since the more com- 
prehensive a proposition becomes, the less 
precise is its referent. Such propositions 
deal with class characteristics rather than 
with specific details. 

The formulation is sometimes mistaken 
for a formula. The concept of formula has 
been taken over from more highly devel- 
oped sciences, where it is a symbolic state- 
ment of a rule for relating constants and 
variables. If the formulation were as pre- 
cise as a formula, it could be used to predict 
the details of a complex psychiatric situa- 
tion, provided that the constants and vari- 
ables were known. While formulas and 
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formulations are both general statements, 
psychiatric formulations lack the accuracy 
of formulas; to confuse them is to trans- 
gress the limits of psychological knowledge. 
While a psychiatrist may often make a pre- 
diction which is subsequently confirmed, a 
complete account of all clinical facts is 
usually accidental. For example, a de- 
pressed patient who has once attempted 
suicide may try again. However, even with 
thorough psychodynamic understanding, it 
is impossible to predict with the unerring 
accuracy of a formula just when and under 
what circumstances another suicidal attempt 
will be made. Although the formulation 
may ideally simulate the formula in an effort 
to account for the details of a complex 
situation, such predictions are at best only 
probable, not certain. The  formulatiori 
stands on a level of abstraction above de- 
scription, but below the formula. It may 
approach, but fails to attain, the compre- 
hensive status of a formula, because it 
suffers in precision as it gains in scope, 
while a formula retains both. 

The term clinical fact needs some expla- 
nation. A depressed feeling, a paralyzed 
arm, a repetitive behavior pattern, a hallu- 
cination, a wish, and a feeling of panic are 
instances of clinical facts, which are the 
proper subject matter of description and 
formulation. Because they must be ac- 
counted for by any system of interpretation, 
clinical facts are relatively independent of 
the theoretical orientation of the observer. 
Indeed, the value of a dynamic interpreta- 
tion depends upon its ability to relate one 
clinical fact to another. 

It is possible to propose three require- 
ments which the psychodynamic formulation 
must fulfill in order to be distinguished 
from its related concepts : 


1. The statements which constitute the 
fomulation must contain both descriptive 
and dynamic factors. This means not mere- 
ly that the conventional description is abbre- 
viated but that the data are organized 
according to dynamic principles and trans- 
lated into another, more abstract language. 
73/289 
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2. The various terms and relations in the 
language of formulation must be precisely 
defined. This requirement aspires to the 
development of a standard formulation in 
which all terms and all relations between 
them are unambiguously understood, 

3. There must be a readily accessible 
method by which the basic elements of for- 
mulation may be discovered in the interview 
material and be expressed in clear state- 
ments. This will allow other observers to 
corroborate the classification and evaluation 
of material and to validate conclusions by 
using similar operations. 

If these requirements are met, the psy- 
chodynamic formulation will then—ideally 

be expressed in propositions consisting 
of well-defined 
terms and relations, which may be used to 


dynamic and descriptive 
improve communication between workers, 
to correlate one interview with another, and 
to compare one patient’s formulation with 
that of another patient. However, since in 
practice formulations are only somewhat 
crude approximations of the “ideal,” their 
validity is constantly challenged by new 
material and = alternative interpretations. 
Whatever its form, the validity of a for- 
mulation may be determined in three ways: 
by consistency with what is already estab- 
lished, by correspondence with clinical facts, 
and, insofar as possible, by capacity to pro- 
vide for accurate predictions. Unless inter- 
pretations are flexible and formulations 
readily modified, we are prey to an easy 
dogmatism which suffocates new knowledge 
in the stale air of certainty. The ideal for- 
mulation is not precariously balanced on a 
few flimsy facts and dubious inferences, but 
is a pyramid of approximate truths con- 
structed on a wide base of observation and 
validation. Each set of propositions in the 
formulation is based upon an underlying 
It is 
important to recognize that the levels of 


set, in a rising order of abstraction. 


abstraction, with respect to the content of 
knowledge and the mode of expression, to 
some extent determine the method of psy- 
chotherapy which the doctor employs." 
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Relation of Formulation to Conflict 

Conflict is the central theme of dynamic 
psychiatry and the index of psychic stress. 
Without it, psychotherapy is a meaningless 
exercise in autobiography. Even so-called 
nondirective techniques and exhortative, sup- 
pressive, and nonexpressive therapies tacitly 
recognize that patients consult psychiatrists 
because of conflict. 

Conflict 
may be 
methods, or motivations. The opposition of 


There 


people, 


assumes protean forms. 


conflict between issues, 
wishes, fears, phantasies, and social pres- 
sures may either give rise to or be an ex- 
pression of conflict. There may be conflict 
emotions or different 
differ- 


between different 


principles. It occur between 


ent types of gratification or between differ- 


may 


ent means of achieving a single gratification. 
In identical situations, there may be con- 
flicting attitudes; or, inversely, conflict may 
be created because of identical attitudes in 
mutually antagonistic situations. 

Whatever form the specific conflict as- 
sumes, the major task of the psychodynamic 
formulation is to discover, in the patient, 
those elements of the clinical material which 
evoke the specific feeling of being in con- 
flict. At any moment the psychiatrist may 
see only a fragment of the conflict in the 
undifferentiated mass of narratives, beliefs, 
recollections, emotions, transactions, percep- 
tions, and conjectures which most patients 
bring to therapy. He may glimpse painful 
effect, recurrent phantasies, strange behav- 
ior, bizarre preoccupations, and distorted 
attitudes. All of this he must evaluate and 
integrate from one interview to the next, 
until a general pattern is finally recognized 
and the total conflict progressively defined 
in an ascending series of propositions. The 
various propositions which comprise the 
formulation have the same relation to con- 
flict as the calculations of a mariner have 
to the ship at sea. 

It is now evident that the three require- 
ments of a formulation may also be under- 
stood as the explanatory, the logical, and 
the operational aspects of formulating con- 
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flict. The first requirement pertains to the 
dynamic principles which underlie all psy- 
chiatric phenomena and thus determine the 
source of conflict. These principles may 
include the concept of instincts, the organ- 
ization of the ego and its regulatory fune- 
tions, the manner. in which motives are 
translated into purposeful acts, the develop- 
ment of object relations, the nature of 
emotions, and so forth; in short, the entire 
scope of dynamic psychology. The second 
requirement refers to the systematic ap- 
praisal of the various components of conflict 
according to a well-defined scheme of formu- 
lation. The third requirement applies to the 
explicit methods by which elements of con- 
flict actual clinical 
material and clearly expressed in verifiable 


may be discovered in 


statements. 
Quadrilateral Formulation of Conflict 


A purely phenomenological approach to 
psychiatric understanding is probably never 
attained, although recently certain investi- 
gators have claimed to do so.° However de- 
termined the psychiatrist may be to limit 
himself to bare content, he has his own 
system of concepts and hierarchy of ab- 
stractions by which he interprets the pa- 
tient’s communications, and these, in turn, 
depend upon the dynamic principles which 
he holds to be most valuable. The psychi- 
atrist may not recognize that his spontaneous 
insights and method of evaluation depend 
as much upon deductive as upon inductive 
processes. It has already been stated that 
the mere verbal record or chart of behavior 
is insufficient for understanding; interpreta- 
tive monitoring of the material is also neces- 
sary. There are but, in 
addition, there are meanings which each fact 


clinical facts; 
bears with respect to the whole body of 
psychic experience. While a uniform scheme 
of formulation may be infrequent in actual 
practice, each psychiatrist probably has his 
own implicit style by which he evaluates and 


summarizes the material which his patients 
present. 

The importance of recognizing the explan- 
atory, logical, and operational aspects of the 


Weisman 


psychodynamic formulation has led to the 
development of the quadrilateral method. 
This means that conflict may be understood 
from four viewpoints, that of (1) the ego 
and its regulatory functions, (2) the pre- 
dominant emotional patterns, (3) the object 
relationships, including transference, and 
(4) the nuclear elements of the conflict it- 
self. In practice, each bit of clinical infor- 
mation may be regarded from at least one 
of these points of view. Together they pro- 
vide a harmonious view of the manifold 
clinical material. Dynamically, one view- 
point articulates with the others, as the 
following discussion indicates. 

1. Ego-Regulatory Functions.—The con- 
cept of “ego” has had a long history in 
psychology. It has been too easy to hy- 
postasize the ego as something transcen- 
dental which underlies mental activity, and 
then to assign no special function to it. 
Unitary conceptions of the ego explain 
nothing but what is already understood. 
As William James contended,® the term 
“self” would serve the purpose as well. Ac- 
cording to dynamic psychiatry, however, the 
ego is no more a unit than intelligence, per- 
ception, thought, and memory are units, 
apart from the processes which compose 
them. While the precise functions of the ego 
are only incompletely understood, the term 
“ego” is now recognized as a collective noun, 
referring, in Menninger’s words,’ to the 
various functions which recognize, receive, 
store, discriminate, integrate, and act by 
restraining, releasing, modifying, and direct- 
ing impulses. Although there are many other 
aims of ego activity, the processes with 
which psychiatry is chiefly concerned may 
be called ego-regulatory functions. These 
functions are not to be confused with either 
the clinical concept of defenses or the meta- 
psychological concept of defense mecha- 
nisms, although these concepts are 
frequently confused with each other. Be- 
cause patients usually complain of specific 
contlicts from which they seek protection 
and of symptoms which result from inhibi- 
tion, impaired function, or restraint, de- 
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fenses have often been regarded as 
equivalent to ego-regulatory functions. How- 
ever, there are also ego-regulatory functions 
which use active efforts to master stress and 
to achieve fulfillment. Therefore it is useful 
to differentiate two groups of ego-regulatory 
functions in describing those ego activities 
which are important in the resolution of 
conflict, and thereby need to be included 
in the formulation. Those functions which 
actively seek pleasure and facilitate direct 
mastery are termed appetitive, while those 
which primarily avoid pain and frustration 
are called aversive. These terms have been 
borrowed from the ethologists Craig * and 
Tinbergen. Their application to human 
psychology is still in a primitive form, al- 
though certain possibilities have recently 
been outlined by Weigert.!" 

Although appetitive functions are mainly 
concerned with achieving, and aversive fune- 
tions with avoiding, both types are neces- 
sary for the successful adaptation of the 
human organism. lor example, the emer- 
gency defense “flight” is typically aversive, 
while the corresponding appetitive response, 
is “fight.” Now, ap- 


petitive functions and aversive 


equally “defensive,” 
functions 
may either work together, or, at times of 
conflict, serve opposite goals. Normally, in 
seeking one satisfaction, other aims must be 
avoided, and so aversive’ and appetitive func- 
tions usually operate in harmony, in a way 
analogous to the concept of reciprocal in- 
nervation, where contraction of one muscle 
is associated with relaxation of its antag- 
onist, in order to effect smooth movement. 
However, there may be conflict between two 
or more appetitive functions, as when two 
strong wishes are antagonistic. Under these 
circumstances, resolution of conflict will de- 
pend upon the aversive functions which po- 
the 
appetitive functions. 
seeks food at the risk of his life, it means 
that his appetitive goals with respect to 
hunger outweigh the usual aversive func- 
tions which insure his physical safety in 
precarious situations. This implies that ap- 


influence of group of 


When a hungry man 


tentiate one 


petites may still be pursued even when pain 
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can no longer be avoided. In some neuroses, 
however, the predominance of aversive be- 
havior may deprive the patient of even frac- 
tional satisfaction. In other people, an initial 
antagonism of aversive and appetitive func- 
tions may subsequently fuse into harmonious 
pursuit of the same goal. For example, an 
ambitious man may inhibit immediate gratifi- 
cations for the sake of remote goals, and 
make painful sacrifices of some appetites 
for his ultimate gain. In still other persons, 
appetitive and aversive functions may neu- 
tralize each other. Long-continued doubt 
and indecision may give way to a state of 
apathy, in which the patient asserts that he 
no longer cares. 

The concept of appetitive and aversive 
regulatory functions may also be extended 
to include superego functions. The “super- 
ego,” like the “ego,” consists of integrated 
processes which provide directives for ap- 
petitive behavior and prohibitions for aver- 
sive functions within the framework of the 
ego ideal. The superego is no more ex- 
clusively prohibitory than the ego is solely 
inhibitory; in both, appetitive and aversive 
goals have a mutual aim of regulation and 
differ only in their functions. Ego functions 
determine motivated acts with respect to the 
real world, while superego functions monitor 
those acts in accordance with the ideal world. 
defense” may be 


The conventional term 
retained in formulating certain ego functions 
if it is understood that some defenses op- 
erate for instincts, as well as against them, 
and that the controlled avoidance derived 
from aversive regulatory functions fortifies 
the directed activity of appetitive functions. 
Goal-seeking activity in one sphere of mental 
life is possible only if there is relative in- 
activity in other spheres. Indeed, many of 
the conventional ‘defense mechanisms” may 
be reinterpreted according to the appetitive 
or aversive goals they serve. Repression, 
for example, is primarily aversive because 
its function is to protect against pain more 
than to insure pleasure. Mere avoidance 
of pain is seldom gratifying, the Stoics 
notwithstanding. When self-denial and de- 
privation become ideals of appetitive pur- 
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suits, the pleasure is derived not from the 
mere act of repressing but from the sense 
of achievement and heightened self-esteem 
which results from mastery of temptation 
and fulfillment of the directives of the ego 
ideal. Similarly, the defense acting out often 
consists of an empty pursuit of pleasure, 
which, nevertheless, does not satisfy. The 
frustrating element of acting out indicates 
that often a painful conflict has been avoided 
rather than an appetite fulfilled. Although 
well disguised as appetitive behavior, many 
instances of acting out have aversive aims. 
The various types of denial, whether by 
word, act, or phantasy, are also aversive. 
In everyday life, however, more than in 
the psychiatrist’s office, appetitive behavior 
often outweighs the aversive forces which 
isolate a patient from the world and from 
himself. In the process of identification, for 
example, the patient’s attitude is altered as 
a result of introjection; then by means of 
secondary projection, an appetite is satisfied 
for which no release had previously been 
possible. While identification attains its ap- 
petitive goal by altering the subject, the 
related process of substitution also serves an 
appetitive aim by replacing the object with 
one which is more readily achieved. Sub- 
limation also serves appetitive goals by 
modifying primitive patterns and altering 
the original aim. Still other defenses, such 
as displacement, are a complex of aversive 


patterns. The initial conflict is repressed; 


then secondarily it becomes conscious in the 
form of another conflict, which, in turn, is 
avoided. In clinical psychiatry, however, 
defenses are often fusions of both appetitive 
and aversive functions within the context 
of a conflict, as in the following case. 

A 21-year-old woman, suffering from periodic 
depression, complained that all her motives were 
insincere, her emotions shallow, and that the only 
way of gaining approval of others was deceptively 
to play-act a character whom impressionable people 
would admire. So convinced, she had little feeling 
of personal identity and maintained that she was 
merely a repertoire of familiar characters. 

From childhood, she had been favored by a 
father who scarcely bothered to conceal his in- 
cestuous wishes. Although there was open an- 
tagonism between the parents, particularly about 
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sexual matters, the mother frankly encouraged her 
to “play up” to father in order to help them get 
their own way in other areas. The conspiracy con- 
sisted of openly opposing her mother whenever the 
parents argued, and feigning admiration and affec- 
tion for her father. In this way, the more vigor- 
ously she criticized her mother, the more convincing 
would their secret alliance be. 

The patient’s conscious antagonism toward 
her father had to be restrained because the 
ostensible wish for mother’s approval and 
for family harmony outweighed her aversion 
to him. In the course of therapy it became 
clear that the “pretense” of affection for 
father which she adopted at mother’s re- 
quest had, in fact, concealed a_ genuine 
appetitive wish to be the sole object of his 
love. This was indeed play-acting, because 
her conscious aversion was covertly ap- 
petitive; her compliance with mother was 
spurious and served only to disguise 
guilt. Moreover, the patient further re- 
solved her conflict by projection of ap- 
petitive, incestuous phantasies to her father, 
although there was considerable justification 
for doing so. By reversal of the affect with 
which she responded to his embraces, an 
appetitive wish was fulfilled through pseudo- 
aversive means. Similarly, appetitive func- 
tions with gaining mother’s 
approval and family peace disguised antago- 
nistic aversive aims with respect to mother. 
Thus, the original complaints of mistrusting 
motives, finding overt emotions shallow, and 
pretending attitudes she did not feel seemed 
to reflect the underlying unconscious reversal 
of appetitive and aversive aims. This case 
illustrates how recognition of the mutual 
participation of both appetitive and aversive 
ego functions is a prerequisite to under- 
standing and formulating the defensive pat- 
tern, and that defenses which are appetitive 
in one respect may be aversive in another. 


her 


associated 


A complete index of ego functions, even 
those which are used primarily for ‘‘de- 
fensive” purposes, has yet to be written, if 
indeed it ever shall be. Nevertheless, for 
the purpose of formulating conflict, it is 
necessary to obtain some record of ego 
patterns in their most elementary form. In 
most clinical communications, the various 
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types of “defenses” follow no homogeneous 
form; they are amalgams which involve both 
simple concepts and complex activities. For 


example, the common “sour grapes” defense 
finds the patient belittling what he has been 
prevented from attaining. This means that 
earlier appetitive behavior has been re- 
pressed, that a pleasant wish has undergone 
reversal of affect into something undesirable, 
and that, frequently, attention has been re- 
directed to another object by substitution. 
In short, the aim of “sour grapes” is to con- 
vert an appetite into an aversion. An ex- 
ceedingly more complicated phenomenon, 
fetishism, may present similar problems in 
deciding which components properly should 
be included under ego-regulatory functions. 
Some fetishists, for example, have an ir- 
resistible attraction to a woman’s shoe and 
a grotesque fear of the woman herself. Is 
there an appetite for the fetish or an aver- 
sion to another factor, which has been re- 
Both the the 


elements, reflection 


pressed 7 appetitive and 


aversive will decide, 
belong to the total ego behavior called per- 
version, which is a fractionation of various 
instinctual and ego-regulatory patterns which 
participate in mature sexual activity. 

With respect to ego functions, formulation 
starts with statements about unitary clinical 
events, whether it is a complex perversion or 
simply the lowering of the patient’s voice 
at critical junctures in the interview. The 
latter has the advantage of being mere de- 
scription, while the former situation usually 
means that the doctor has already made some 
inferences with regard to the active ego 
functions, such as repression or substitution. 
In the early stages of formulation, all of the 
patient's expressions, attitudes, or behavior 
is scrutinized for motivation. At this stage 
there is often some hesitation between draw- 
ing premature conclusions and undercom- 
mitment due to caution. A solution may be 
found by determining whether certain mo- 
the 
appetitive or aversive aims. Then, as under- 


tivated actions are in interest of 


standing becomes more comprehensive, and 
the level of abstraction increases, more elab- 
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orate interpretation of the motives, dynamic 
processes, and ego functions is possible. 

2. Predominant Emotional Pattern.—Ac- 
curate formulation of the emotional com- 
ponent of conflict is elusive. This is due to 
the transient character of the affective ex- 
perience, to the inadequacy of the language 
in which emotional states are expressed, and 
to the ambiguity in understanding the nature 
of an emotion. 

Intense emotional experiences often fade 
away before they can be identified, only to 
be replaced by shadowy recollections. The 
affective atmosphere escapes the event, and 
unique feeling cannot be preserved within 
After a full 
dinner a man may remember having been 


the bounds of a formulation. 


hungry, but the specific yearning for food 
has gone. A patient may readily describe a 
former pain, but the pain itself cannot be 
recalled. Even with these difficulties, it is 
essential to formulate as carefully as possible 
the feeling-factor of conflict, because the 
predominant emotion often helps to dis- 


More- 


over, formulations which do not take into 


tinguish one conflict from another. 


account the immediate affective state during 
conflict are not only incomplete, they are 
dead. 

The term “emotion” has ambiguously been 
used in two ways.'' It refers either to an 
introspective feeling, agitation, or affect, or 
to a motive, inclination, or direction for be- 
havior. Actually, neither point of view ex- 
hausts the meaning of the term, since it is 
possible, within the concept of emotion, to 
distinguish both an affective component and 
an ideational component. Both of these fea- 
tures may be included in the formulation 
by means of the emotional pattern. 

As a motive provides the purpose of an 
act, the emotional pattern represents a spe- 
cific disposition to certain types of action. 
The ideational component of emotion desig- 
nates the direction of potential acts, while 
the immediate 
occurrence, without a past, except as a pre- 
disposition, and without a future, except 
as it may recur within a pattern of inclina- 


affective component is an 
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tion. Motives and intents may aimlessly 
float about in the domain of conscious or 
unconscious phantasy without either ful- 
fillment or frustration. 


caught up in an emotional pattern and be 


Sut motives may be 


given a directional thrust, which may ulti- 
mately be completed in the total motivated 
act. It is important to realize that the scope 
of the “total 
merely to observed behavior but to the total 


motivated act” refers not 
response of the organism with respect to a 
sphere of action, from the first impingement 
of stimuli and perceptions to the final per- 
formance in purposeful activity, whether this 
be thought or behavior. 

While the investigation of motivation is 
beyond the scope of this paper, a central 
task of clinical psychiatry is to understand 
the sources of a patient’s purposeful activity, 
and this requires evaluation of instinctual, 
perceptual, and emotional patterns. Instine- 
tual patterns refer to more or less fixed 
forms of behavior; perceptual patterns pro- 
vide a wide range of recorded and predicted 
experience, and emotional patterns synthe- 
size them both into specific channels of 
experience. Clinically, it is possible to rec- 
ognize the mutual relationship of these three 
types of patterns in the emotional experience 
of the patient during therapy. I’or example, 
depression may be analyzed into an affective 
occurrence, the feeling of being hopeless, 
dejected, sad, or unworthy—note the nega- 
which we are 
characterize an affect 


tive terms with forced to 


and an ideational dis- 
position, the response to the loss of an im- 
portant person, to damaged self-esteem, to 
forth. As an 
ideational disposition, the various events 
which are associated with a feeling of de- 


enforced isolation, and so 


pression in the patient most frequently con- 
others the idea of depression, 
although the affective occurrence of the feel- 
ing of depression may not be evoked in the 
person who either formulates the problem 
or has the formulation presented to him. 


vey to 


However, if it were possible to perform a 
cross section of a motivated act, or to hold 
it back, like a motion picture caught in a 
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single, instantaneous frame, so that the feel- 
ings, ideas, or phase of movement at a given 
moment could be sampled, then the emotion, 
in both its affective and its ideational struc- 
ture, consisting of conceptual, perceptual, 
instinctual, and autonomic elements, would 
be disclosed. Something analogous happens 
in moments of introspective experience, how- 
ever fleeting the affect and illusory the 
efforts to formulate the event. There is 
momentary perception and a kind of timeless 
recognition of processes with a source, direc- 
tion, impetus and end, like the visual ex- 
perience of a pedestrian at a crossroad who 
watches an express train flash by. 

The issue of “predominance” in the emo- 
tional pattern may cause difficulty for those 
who are concerned lest the conscious emo- 
tion may not correspond to the unconscious 
emotion. The conscious emotion is simply 
another way of describing the affective oc- 
currence of emotion, while the unconscious 
emotion applies to the ideational disposition. 
There are many patients who are affectless, 
and yet the dominant current of their emo- 
tional pattern is unmistakable 


for example, 
the rigid obsessional patient who uses intel- 
lectual defenses against his homicidal phan- 
tasies. In the course of therapy, the isolation 
may be overcome, and then the affective 
elements which correspond to the ideational 
pattern may emerge. 

If it is possible, then, to record both the 
immediate affective occurrence and the idea- 
tional then the predominant 
emotional pattern may be formulated. Con- 
ventional terms, such as depression, anger, 


inclination, 


and fear, always need further specification. 
This may be achieved readily by relating the 
When there is an 
objectless feeling, the doctor can only refer 
with equal uncertainty to the “mood” of the 
patient. Brentano ' proposed that there is 
no emotion without an object of emotion. 
In any case, the object of emotion is fully 
as important as the object of perception, 
and neither is necessarily an object in the 
material sense of “thing.” 


emotions to objects. 


Since the objects 
of emotion, according to dynamic psychiatry, 
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are so often unconscious, the predominant 
affects may be recognized only in derivative 
forms. Most frequently these are specific 
fears, some of which are conscious. In 
formulating this type of affect, it is useful 
simply to state that there is a “fear of. . .,” 
such as “fear of criticism,” “fear of im- 
pulsive acts,” and “fear of being ignored.” 
A similar procedure may be used with re- 
spect to anger, depression, or other feelings. 
Designating the situation or object which is 
associated with the emotion is more fruitful 
than merely alluding to “hostility,” “guilt,” 
or “anxiety.” The object of the emotion 
helps to focus on the emotion itself and sup- 
plies one means of dealing with those situa- 
tions in which two or more emotions occur, 
as in states of ambivalence. If the various 
emotional occurrences are repeatedly stated 
and revised, a common source of anger, 
guilt, depression, or anxiety may gradually 
be discovered. [motional patterns clarify 
themselves when particular dispositions 

ideational components—are detected amidst 
a variety of immediate affective occurrences. 

Although the manifest emotion may be a 
sign of underlying conflict, to maintain that 
all emotions arise only from conflict would 
no more be true than to assert that all de- 
cisions are the result of ambivalence. How 
ever, there are several ways in which to 
recognize the emotions which do indicate 
underlying conflict. 

A reliable clue to the presence of conflict 
is provided by the simultaneous occurrence 
of antagnostic emotions within the same 
context—love and hate, joy and despair, 
anticipation and dread, pleasure and pain, 
revenge and pity. Another sign of conflict 
emerges from dissociation of the ideational 
and affective components of emotion, such 
as anxiety amidst ostensible ease, depression 
which outruns a minor loss, anger far out 
of proportion to the offense, and guilt with- 
out known transgression. This sign is par- 
ticularly useful when there is excessive 
affect, as in anxiety states, or when affect is 
lacking, as in certain cases of obsessional 


neurosis. Indeed, if affect is absent, it is 
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extremely difficult to detect conflict on the 
basis of ideational A. third 
sign of conflict may be revealed by the kind 
of emotion which predominates. It is strange 
that psychiatry, which emphasizes the com- 
prehensive purview of people, rarely looks as 


factors alone. 


closely at happy moments as it does at pain- 
ful experiences. Occasionally emotions such 
as pride, joy, or exaltation may be formu- 
lated in terms of hypomania, reversal of 
affect, denial, and so forth. But this indi- 
cates that psychiatrists are equipped to deal 
only with Predominantly ego- 
syntonic emotions must be reduced to pain- 


conflict. 


ful affect and to psychopathological terms 
before conflict is recognized and formulation 
is possible. In short, when the predominant 
emotions within a context are antagonistic, 
excessive, relatively absent, inappropriate, 
or painful, the psychiatrist may conclude 
that there is an underlying conflict. 

3. Object Relationships, Including Trans- 
The psychodynamic formulation 
must take the 
significant objects which influence the pa- 


ference. 
also into separate account 
tient. This is necessary not only because 
objects and situations help to clarify emo- 
tional patterns, as indicated in the material 
under “Predominant Emotional Pattern,” 
but also because certain “objects,” such as 
parents, siblings, spouses, and associates, are 
apt to arouse specific types of conflict to 
which the patient is susceptible. Significant 
objects differ from one patient to another, 
and even from one conflict to another. Some 
conflicts concern actual persons; others in- 
volve phantasied figures, abstractions, or 
fragments of situations, real and imagined. 
Hysterical patients, for example, may have 
their most intense object relationships in the 
realm of phantasy. In schizophrenia, there 
may be specific object relationships with 
delusional parts of other people, while the 
conflict in many obsessional patients con- 
cerns object relationships with abstract con- 
cepts and ethical ideals. 

Even more important than the specific 
object is the type of relationship which the 


patient has with the object. For example, 
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it is not uncommon for a patient to develop 
a filial relationship with practically everyone 
with whom he is associated, regardless of 
their actual role in everyday life. Two sib- 
lings have the same parents as objects, but 
may develop entirely different types of re- 
lationships with them. [ven specific object 
relationships may vary from time to time, 
in periods of stress and in tranquility, from 
one conflict to another. In fact, a valuable 
clue to shifts of conflict may be found in the 
changing character of object relationships. 
There is little need to reemphasize the im- 
portance of transference in both treatment 
and formulation. Variations in the doctor- 
patient relationship often reflect the type of 
object relationships which the patient has 
with others. The microcosm of transference 
is frequently a distorted, rationalized replica 
of the patient’s emotional universe. Day-by- 
day evaluation of transference is necessary 
for accurate formulation of conflict. lor 
example, scanty information in this sphere 
after a long period of treatment may indicate 
that transference is, in fact, so intense that 
it has been vigorously repressed by aversive 
ego functions. 

4. Nuclear Elements of Conflict—The 
endless forms in which conflict appears in 
psychiatry and in the world at large prompt 
an insistent search for a common structure 
underlying all forms of conflict. Although 
conflict may occur between any of the three 
previously discussed components, there are 
still other components, called nuclear ele- 
ments, which perhaps are more significant in 
determining the structure and the feeling 
which being in conflict conveys. The term 
nuclear refers simply to a core antithesis of 
necessary elements in any form of conflict. 
It has no genetic meaning, unless these 
elements can be reduced still further. In 
clinical material, nuclear elements may be 
readily discovered and used in psychody- 
These 
conveniently be designated as (a) the con- 
text of conflict, (>) the time factor, and 
(c) the nuclear antinomies. 


namic formulations. elements may 
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The context of conflict is the sphere in 
which the struggle develops. This is a neces- 
sary aspect of the formulation because unless 
incompatible forces oppose each other within 
the same context there can be no conflict. 
For example, a woman patient suffering 
with hysterical depression had habitually 
overeaten in order to overcome a deep sense 
of deprivation and longing. Although obese, 
she had had no conscious conflict about her 
excessive appetite until she married. Then 
she developed a fear of pregnancy, based 
on the phantasy-fear of being destroyed 
from within by a fetus which made feeding 
When she recognized 
her motives for avoiding pregnancy, the 


demands upon her. 


symptom of fear changed into a moderately 
severe depression. She no longer overate, 
and the sense of emptiness increased. In 
addition, she developed the delusion that her 
food was poisoned and that she would die 
as a result of eating. Further study indi- 
cated that the fear of pregnancy had been 
displaced to food—the not unfamiliar phan- 
and that now 


tasy of “oral impregnation” 
the wish to fill her emptiness by gorging 
herself was in conflict because of an equally 
strong fear of being poisoned, or killed. The 
pertinent point is that neither her wish for 
food nor the fact of marriage evoked con- 
flict in this patient until pregnancy became 
imminent. Previously, she had been able to 
dissociate food from pregnancy, and even 
marriage from pregnancy, without exper- 
iencing conscious conflict. Only within the 
context of pregnancy did conflict develop 
between the wish to feed her inner emptiness 
and the fear of being fed upon from within. 

It is insufficient merely to designate the 
context of conflict, however. Phrases such 
as “conflict about authority,” “conflict about 
sexuality,” “conflict about dependency,” or 
“conflict about aggression” have a ringing 
imprecision which has almost made them 
slogans in psychiatric discourse. At best, 
they refer only to the context and not to the 
kind of conflict within those spheres. Leav- 
ing a formulation with the bare statement 
that there is a conflict within a certain con- 
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text is like naming a battleground without 
specifying either the issues or the com- 
batants. 

The time factor is important in formu- 
lation because, by arranging different formu- 
lations of conflict in a time sequence, those 
at one period of life may be correlated with 
others which occur subsequently, and com- 
parison of one pattern with another may 
demonstrate an underlying homogeneity. 
This procedure, extrapolated backward, may 
even permit some inferences about “gen- 
The 


problems recur provides a rational basis for 


esis.” form in which patterns and 
“working through.” The doctor is able to 
understand how the clinical events of today 
have a functional relationship with both the 
past and the future, either as precedence or 
as prediction. The “now” of psychic events 
is a total process, and not a series of isolated 
episodes. 

The third nuclear element is perhaps the 
conflict—the 
alternatives, 


unique characteristic of all 
struggle between antithetical 
each of which entails both pleasurable pos- 
This 


means that among several possible courses 


sibilities and painful consequences. 


of action, wishes and fears are so inter- 
twined that fulfillment is 


temporarily impossible. As a result, antici- 


resolution or 


pation is never pure; neither hope nor dread 
occurs alone. 

This interpretation of conflict, however, is 
somewhat misleading in its simplicity. If 
conflict were merely the adjunct of wishes 
and fears within a common context, resolu- 
tion could be effected simply by satisfying 
the wish through appetitive functions and 
avoiding the fear by aversive functions. 
Actually, this is what happens in many 
motivated acts in which a goal follows an 
intent and a related disaster is avoided. A 
careful automobile driver may successfully 
reach his goal and avoid the hazards of a 
crowded highway without experiencing any 
special conflict, even though wishes and 
fears occur within the same context. From 
this point of view, wishes and fears are 
reversed each other. 


simply images of 
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They are cues which evoke appropriate 
ego-regulatory functions. However, wishes 
and fears do not always have the same 
meaning. A wish may be implemented by 
appetitive functions which operate effec- 
tively, but a fear is the result of a failure 
of aversive the same 
way as pain may develop when a sense organ 
From 


functions, in much 
is either damaged or overstimulated. 
the viewpoint which regards wishes and 
fears as parallel cues or motives, no conflict 
need result when they occur within the 
same context. But, if the fear accompanying 
the wish is a result of the anticipated break- 
down of ordinary defensive measures, then 
there is as much pain as pleasure, as much 
frustration as fulfillment, in achieving the 
wish or its antithetical alternative. 
Conflict, then, occurs only when wishes 
and fears are interlocked rather than paral- 
lel, when the fulfillment of a wish necessarily 
entails a fear which imposes enough pain 
The 


automobile driver who ordinarily reaches 


to negate the pleasure of the wish. 


his destination by exercising skill and avoid- 
ing obvious risks, in conflict can travel only 
if he is able to tolerate the fear of not 
being able to avoid an accident. Unless he 
can do this, he is obliged to suffer disap- 
pointment of his wishes. Primarily, fear 1s 
a state of not being able—a faltering in 
efficient aversive operations—and only sec- 
ondarily does the anticipated failure of func- 
evoke other aversive or appetitive 
processes. Because the antithetical elements 
of conflict are not mutually exclusive, many 
patients seek to reconcile their wishes and 
fears and thereby glean as much fulfillment 
as possible without incurring pain. During 
active conflict, each act is undertaken with 


tion 


misgivings, and each forward operation is 
The unique 
characteristic of coexistent wishes and fears, 
neither of which can fully be realized, holds 
the patient in a grip of despair. In a simple 
dilemma, the patient is able to act according 
to some motivation or other; there is no 
element of hopelessness. In conflict, the 
seeming paralysis results from one motive 


restrained by an_ inhibition. 
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neutralizing the other. The antithetical al- 
ternatives of conflict, which assume different 
forms at various times and places, are 
expressed in the formulation as nuclear 
antinomies. These are contrary, but not 
contradictory, propositions which pertain to 
wishes and fears within a common context. 

The antinomic alternatives in conflict are 
first perceived in defensive and consum- 
matory phantasies which anticipate a future 
state of affairs. Defensive phantasy fore- 
sees disaster; in common language this is 
called “worry.” Although defensive phan- 
tasy may be constructively used to prevent 
disaster by planning in advance, some pa- 
tients are so plagued by apprehension that 
the conviction of not being able to escape 
their anticipated destiny paralyzes any al- 
ternative aversive or appetitive operations. 
This occurs frequently with deeply depressed 
patients who foresee only calamity. In con- 
trast, consummatory phantasy depicits a 
pleasurable future in which wishes are ful- 
filled, however bleak the surrounding reality; 
in everyday language this is called “hope.” 
However, it is important to recognize that 
in psychiatric disorders one type of phantasy 
may masquerade as the other. For example, 
certain idle “dreams of glory” may illustrate 
aversive aims in respect to an unhappy past 
rather than a genuine appetite for future 
fulfillment. In the process of psychiatric 
investigation, phantasies are first accepted 
at face value, as literal expressions of 
wishes and fears. Later, when it is possible 
to see how some consummatory phantasies 
entail only aversive regulatory functions, 
and how the fulfillment of some ostensible 
fears is repeatedly brought about by ap- 
petitive operations, the doctor may rein- 
terpret the wishes and fears and, in effect, 
redefine the conflict by more complete ap- 
praisal of his patient’s motives. Inasmuch 
as the content of a patient’s phantasies may 
provide clues to the motives of his antici- 
pated acts, the nuclear antinomy of conflict 
often consists of opposing phantasy-systems. 
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Application of the Quadrilateral Method 

The detailed analysis of separate com- 
ponents of conflict may tend to obscure the 
fact of their integrated operation. [ach 
component is a functional phase of a total 
process, rather than a distinct, autonomous 
unit. Formulation, therefore, may begin 
with simple, lower-order statements about 
any phase of conflict. Frequently these may 
consist of ordinary expressions of wishes 
and fears, which need not be antinomic. On 
other occasions, characteristic ego patterns 
may be readily observed in response to 
certain kinds of stress. Concrete attach- 
ments to objects are promptly recognized in 
some patients, while in others the pre- 
dominant emotional trends may be estab- 
lished fairly early in the course of evaluation. 
Usually, the progressive, empirical pairing 
of wishes and fears with respect to special 
objects provides a clue to the appetitive and 
aversive ego-regulatory functions which the 
patient habitually employs in order to at- 
tain his purposes. By this means, compound 
statements of a higher order, which demon- 
strate more abstract patterns, can then be 
expressed. In the classical Oedipal complex, 
for example, there is both a wish to possess 
mother and a wish to destroy father. Sel- 
dom are these wishes blatantly expressed; 
more frequently they are largely inferred 
from a long series of lower-order wishes. 
Even so, no conflict would necessarily result 
unless these two wishes were also associated 
with other wishes and fears. For example, 
the wish to possess mother may entail a fear 
of incest, or the wish to destroy father may 
be opposed by a fear of retaliation or by a 
fear of losing father’s love or protection. 
In any case, the Oedipal complex does not 
consist solely of the paired wishes to pos- 
sess mother and to destroy father. A 
reticulum of wishes and fears is necessary 
before the mere complex of paired wishes 
is finally converted into the specific conflict. 

The quadrilateral method of formulation 
may be more specifically illustrated by the 
following case. It is based upon information 
obtained during only the first three months 
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of psychoanalysis. This case has been se- 
lected not because it lends itself readily to 
formulation, but for exactly opposite rea- 
sons. The patient’s isolation, 
reticence, and tendency to maintain a skep- 


emotional 


tical distance produced rather meager, flat, 
and arid material, in which there were few 


spontaneous clues to conflict. Because clar- 


ification was so difficult, formulation of the 
major issues became particularly urgent. If 
the ensuing case material seems to be rich 
than and abundant rather 


rather meager, 


than it is due to the quadrilateral 
method of formulation. 
not make formulation easy; the formulation 


makes the material seem rich by using every 


sparse, 
The material does 


bit of information. 


Case Description 


A 28-year-old man sought psychiatric assistance 
because of chronic indecision, emotional isolation, 
lack of ambition, and a conviction that he was 
homosexual, Actually, he found physical contact 
with either sex distasteful, but, because of intense 
gratification derived from looking at photographs 
magazines, he 


of “perfect specimens” in certain 


contended that this indicated homo- 


unmistakable 
sexuality. 

Despite an active social life, he avoided close 
friendships. He was afraid that if he became too 
attached to another person he would inevitably be 
exploited. He also feared having people “too de- 
pendent” upon him and even shunned those inde- 
pendent activities which could expose him as a 
person with convictions and interests. He main- 
tained an almost measured distance from people, 
and, insofar as he was required to associate with 
others, he preferred to be considered as a man 
ambitions, preferences, commitments, or 

Habitually, he both 


In restaurants, he deliberately delayed 


without 
concerns was reticent and 
deferential. 
until his companion ordered; then he would quickly 
order the same. However, if he became convinced 
that an acquaintance was abusing the power he had 
vielded, the relationship would abruptly terminate. 
He would withdraw into angry isolation and pre- 
occupy himself with plans for revenge, despite the 
fact that he often recognized that he had forced the 
other person into a controlling position. He was 
a chronic door-opener, who would become enraged 
if people went in ahead of him. In several of his 
jobs, there was an initial stage of expecting special 
treatment from his employer. If this was not 
forthcoming, 


discharged. 


he became negligent enough to be 


After this he would again withdraw 
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into bitter, vengeful phantasies. There was an un- 
remitting sense of searching for something he had 
lost, but if what he wanted was within reach, he 
would frequently give up before attaining it. If, 
however, something he desired was obviously un- 
attainable, his disappointment and fury were 
boundless. 

The father was a successful manufacturer, who 
died of alcoholism when the patient was 14 years 
old. There was constant turmoil between his par- 
ents. Mother continually complained about her 
unhappy life, and, when at home, father either 
raged or was desperately ill while recuperating 
from his As a little boy, he 
realized that his major role in life was to be 


alcoholic bouts 
mother’s protector, inasmuch as he was convinced 
that she needed to be shielded from father. One 
day, when his mother was unaccountably absent 
from the house for a short time, he suddenly feared 
that she had hanged closet. He 
screamed at his father: “If you've killed her, I'll 
kill you!” On discovered 
some unidentified bottles in his 
which, he was certain, contained poison for his 
father. Several years later, while father was on a 
prolonged binge, the patient tentatively explored 
the possibility of poisoning himself with the same 


herself in a 


occasion, he 
mother’s bureau 


another 


liquids. On another investigation of his mother’s 
room, he found some curious semipornographic, 
humorous illustrations. Shortly afterward, he pre- 
sented his mother with a drawing of a clown uri- 
nating, and was chagrined when she laughed. 
Although he knew that mother regarded father 
as an evil man, the patient secretly hungered for 
Perhaps by be- 
father ad- 
mired, he, too, could achieve some recognition. He 


father’s admiration and approval. 
coming one of the robust athletes his 
collected photographs of acrobats and boxers, and 
even subscribed to a correspondence course in body 
building, without effect. on either his 
physique or his father’s attitude. The phantasy of 
becoming a “perfect specimen” of strength, beauty, 
or ability possessed him from at least the age of 
Frequently he stood naked before a mir- 
ror, and on one occasion he damaged the section 
of the mirror which reflected his genitals. Simul- 
taneously he phantasied that he was the perfect, 
devoted companion-protector of whom his mother 


noticeable 


8 years. 


would approve. When, however, his dreams of be- 
coming an athlete were crushed by repeated failure, 
he planned on super- 
trickster who could deceive people without being 
discovered and perform feats previously considered 


becoming a magician, a 


impossible. 

After father’s death, the pictures of nude men 
became sexually exciting. His mother became a 
bitter recluse, who suspiciously complained about 
former “Give your hand to many, your 
heart to few,” his mother counseled, as she insisted 


friends. 


Vol. 1, Sept., 1959 


: 
| 
: 
\ 


upon complete conformity with her way of life. 
The patient felt choked and possessed; yet he was 
unable to act independently without a feeling of 
guilt that he had violated an obligation. 

In college, he was often a part of a triangle with 
two friends, each of whom was more interested in 
him than in each other, while he remained passively 
neutral and uncommitted to either. This “middle 
man” role continued, along with a few short-lived 
relationships with girls, until a tepid interest in art 
took him to Paris. There he rattled around aim- 
lessly, with no real objectives and no specific tasks. 
His few friends were disorganized, self-defeating 
people who talked big but accomplished little. 
Periodic resolutions to study were abandoned as 
soon as classes began; self-discipline failed; he de- 
spaired as soon as he dared to hope. His single 
abiding interest was in “perfect specimens,” the 
prototype of the man who was admired for being 
strong and handsome, as well as intelligent, suc- 
cessful, resolute, and virtuous. There were fre- 
quent dreams of a snake which consumed itself, 
and of a Negro queen to whom costly sacrifices 
were made by her subjects. 

At length he met a girl who, like himself, was 
the unacknowledged black sheep of a prominent 
family. Although gifted and intelligent, she ex- 
perimented indiscriminately with the various sen- 
sory possibilities in art, drugs, and sex. They were 
drawn to each other, and in their friendship sus- 
pended their usual patterns of relationship. He was 
no longer passively neutral, and she accepted him 
When she sug- 
neither 


both as a confidant and a friend. 


gested marriage at one point, he was 
alarmed nor pleased, because he was convinced 
that she, too, was “basically homosexual.” How- 
ever, on another occasion, and while intoxicated, he 
When 


she acquiesced, he fled in panic and roamed the 


surprised himself by making love to her. 


streets for several days, seeking a prostitute who 
would be unmistakably business-like and indifferent 
in her attitude. However, when he attempted 
intercourse with the prostitute, he was impotent. 
Then he realized that his friendship with the girl 
was contingent upon her indifference to intercourse, 
and that this was what he sought in the prostitute. 
Curiously, the patient had had many phantasies of 
being a male prostitute, as well as a “perfect 


specimen.” 
Case Formulation 

The experienced psychiatrist will immedi- 
ately recognize several different conflicts in 
this material, and will not need intervening 
steps in formulation. However, the case is 
presented in order to illustrate a method of 
formulation, not to outline the dynamic pos- 
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sibilities. The case material is first sys- 

tematically examined for phantasies, for 

wishes and fears, for appetitive and 

aversive regulatory functions—‘‘defenses” 

—for prominent emotions, and for different 

object relationships. By arranging the inter- 

view content according to the quadrilateral 

method, a preliminary formulation may be 

facilitated. The following material, ab- 

stracted from the record, may be made the 

basis of simple, lower-order statements. 

Phantasies 

1. Wish to be mother’s protector. 

2. Fear of being dominated and possessed by 
mother. 

3. Fear that mother will hang herself or be killed 
by father. 

4. Wish for father’s admiration and approval. 


Mother will kill father or father will kill him- 
self by drinking poison or alcohol. Whether 
this conclusion is a wish or a fear cannot yet 


be established. 

6. Wish to be the perfect specimen. 

7. Wish to be a magician, or supertrickster, who 
operates from concealment and accomplishes 
the impossible. 

8. Dual dreams of the self-consuming snake and 
the autocratic queen. 

9. Wish for a girl friend who is both understand- 
ing and remote, especially in respect to sexual 
interest. 

10. Wish for a business-like prostitute. 

11. Wish for special treatment and leadership 
from employers. 

12. Wish for revenge when disappointed by older 
men. 

Appetitive Ego Functions 

1. Looking at photographs of seminaked athletes. 

2. Submissive, yielding to other 
people. 

3. Drawing a clown in order to please mother. 
The theme of the clown becomes important 
later on; the clown is sexually neutral, and no 
one takes him seriously because his true feel- 
ings are disguised by a grinning mask. 

4. Body building in order to please father. 

5. Studying magic in order to achieve the im- 
possible without detection. 

Aversive Ego Functions 

1. Avoiding close relationships by withdrawal and 
by adopting a “middle man” role. 

2. Reticence, neutrality and diffidence. These are 
temporarily classified as aversive, although sub- 
missive yielding has been grouped as appetitive. 
Until the motivation is more clearly under- 
stood, it is wiser to regard these traits as both 
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appetitive and aversive. This is also true of his 
feigned indifference and secrecy. 

3. Fleeing when his true attitudes are in danger 
of being disclosed. 

4. Impotence during his one attempt at sexual 
intercourse. 

5. The dream of the self-consuming snake, 
which suggests that the genitals are only out- 
wardly destroyed, and that they are taken into 
the body to become an inseparable part of it. 
This is an example of a higher-order hypothe- 
sis, and must await further validation. 

6. Conviction of being homosexual. The absence 
of explicit interest in physical contact with 
either sex indicates that calling himself homo- 
sexual is an aversive pattern, rather than a 
genuine appetite. 

Predominant Emotional Patterns 

1. Fear of being too close to people, physically 
and emotionally. 

2. Suffocated feeling 
mother, following father’s death. 

3. Sexual excitement induced by photographs of 


when left alone’ with 


athletes. 

4. Suicidal experiment with liquids suggests de- 
pressive trend. 

5. Guilt when he contemplates leaving mother 
and living independent life. 

6. Anger at people who he believes have either 
exploited or disappointed him. 

7. Panic when confronted with sexual inter- 
course. 

8. Indifference and neutrality are interpreted as 
ego functions, as well as emotional patterns. 
However, inferring that the patient tsolates 
his affect is a higher-order conclusion. 

Object Relations 

1. Mother: He had to be her protector and com- 
panion. In later developments, this came to 

mean that no one was to come between them. 

This clarified to the emphasis 

upon maintaining distance with everyone else. 


some extent 
Father: Secretly wishing for his approval, the 
patient was obliged to be either indifferent or 
antagonistic toward his father. 

Perfect specimens: At this early stage, he 
presumed that these paragons were love ob- 
jects. Subsequently, he was able to recognize 
that the prototypes represented an ideal image 
of himself, but without genital interests. Much 
later, the phantasy was elaborated to contain 
the element of sexual excitation when he imag- 
ined that these strong men were his helpless 
captives. 

Older men: He passively yields to their direc- 
tion, and when they fail to match his expec- 
tations, he becomes angry. There is also an 
element of provocation on his part, as if to 
insure withdrawal. 
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5. Girl in Paris: Friendship depended on her 


preserving an asexual attitude. 

With most friends he held the middle-man 
position. Later investigation indicated that the 
equidistant position concealed a fear that people 
would trust him too much and underestimate 
his hidden violence. 

At this point in the patient’s treatment, 
the preliminary formulation consists of 
little more than an uninspired tabulation of 
bare, uncoordinated data extracted from the 
clinical description, and placed in four cate- 
gories. However, this information, combined 
with modest inferences, contributes to prop- 
ositions which state what the patient does, 
thinks, and feels. His motivations are pre- 
saged by the ego-regulatory functions, be- 
cause each pattern is carried out in order that 
appetitive or aversive aims will be brought 
about. This adds a “why” to the “what” he 
experiences. How and with whom the pa- 
tient deals are expressed in his object rela- 
tions. This is considerable material to glean 
from a reluctant patient with only meager 
interest in disclosing himself and in recog- 
nizing the continuity between various phases 
of his life. From here it is even possible 
to make predictions about the transference, 
the secondary gain, and some of the obstruc- 
tions which therapy will encounter. 


This type of foundation work is seem- 


ingly of little service to the psychiatrist who 


is able to leap adroitly from one level of 
discourse to another and has little patience 
with mere accumulation of information. In- 
deed, in practice, few psychiatrists restrict 
themselves to such simple, lower-order state- 
ments. Instead, tentative hypotheses bloom 
profusely in a creative atmosphere of con- 
trolled imagination, in which some theories 
subsequently survive. Unless, however, the 
psychiatrist is purely interested in finding 
his own preconceptions encapsulated in the 
patient, it is likely that a process of scaf- 
folded inferences occurs even in the most 
intuitive practitioner. 

In the context of the patient’s family re- 
lationships, a survey of the phantasy-wishes 
and phantasy-fears indicates several con- 
flicts. By pairing the various wishes and 
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fears, it is possible, for example, to recog- 
nize a conflict between a wish to be mother’s 
protector and champion and a fear of being 
dominated by her. Furthermore, the con- 
flicting loyalties to each parent suggest that 
in order to retain the good will of both he 
attempted to remain equidistant between 
them. The issue of “distance” is a major 
theme in this patient, inasmuch as_ being 
detached, isolated, and uncommitted is a uni- 
form condition of whatever human relation- 
ships he has. Nevertheless, he is not satisfied 
with remoteness, but craves approval and 
leadership so much that when he does not 
find it he is furious and wants revenge. 
However, while it is probable that the pa- 
tient entertained a wish for father’s death, 
at the present stage of the evaluation this 
inference is not justified. He is only aware 
that the poison was a sign that mother 
wanted to kill father, and not of any such 
wish of his own. Hence, because lower- 
order statements must be confined to clinical 
data, the wish to kill father should not be 
introduced as if it had been directly reported 
by the patient. The sole indication of hom- 
icidal wishes toward father is indirectly 
derived from the observation that he had 
many unsatisfied wishes for father’s admira- 
tion, respect, and leadership, and that when 
similar wishes were not fulfilled by his em- 
ployers in later life, he was not merely 
frustrated, but angry enough to kill. 

The curious phantasy of the “perfect speci- 
men” has several components which even 
this preliminary sketch clarifies. The ideal 
athletic hero would certainly win father’s 
approval, and the sexless perfection would 
satisfy mother’s expectations and minimize 
the distance between them. Heterosexuality 
This fact 
may be related to his insistence not only 
upon being “homosexual” himself, but on 


is eliminated in the phantasy. 


the girl in Paris being also “basically homo- 
sexual.” The related phantasy of the male 
prostitute also expresses wishes and fears; 
he provides satisfaction for lonely women 
without personal involvement. In this way, 
even as he capitulates to women, distance 
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is maintained. As a prostitute, he expresses 
forbidden sexual wishes, which are in- 
ferential at this point. But because sex 
lacks meaning in such circumstances—recall 
his insistence upon a “business-like’’ prosti- 
tute (like himself !)—his emotional life re- 
mains totally neutral. A higher-order 
formulation of the perfect-specimen phan- 
tasy will, one day, definitely reveal that the 
conflict does not concern homosexuality as 
much as it does masculinity. The ideal pro- 
totype will be recognized not as a love object 
but as a narcissistic projection of himself. 
The genitals which he forgoes in phantasy 
and in real life are embodied in the total 
body image of the perfect specimen. 

The quadrilateral method is equally ap- 
plicable to very brief contacts with patients. 
This may be demonstrated in the following 
report of a single interview with the same 


patient. 
The patient meticulously repeats the substance 
of the previous session. Aside from mild 


discouragement, there is little display of affect. 
However, he distorts the doctor’s cautious confron- 
tations into sweeping generalizations which recast 
his problems in “classical” psychoanalytic terms 
Then, because he finds nothing to substantiate the 
conclusions he attributes to the doctor, he is cour- 
teously skeptical and rejects everything that the 
doctor had said. 

After demolishing the doctor’s efforts at inter- 
pretation, he lapses into a wooden reiteration of 
complaints about his father. He had wanted father 
to be friendly, but father ignored him. Somewhat 
in contradiction, he recalls that father invited him 
to attend baseball games with him. The patient 
feigned interest in the game. He then remarks on 
several jobs which he had accepted with initial 
pleasure because he was convinced that a great 
destiny awaited him. He hoped that each new 
employer would single him out for special training, 
and resented all subsequent employees. When his 
wish for unshared admiration was not consum- 
mated, he would secretly become enraged, and, 
because of a series of provocations, would succeed 
in getting himself fired. There were other people, 
he continues, who befriended him, but he soon 
became so docile and impassive that they lost both 
patience and respect. Even these relationships were 
short-lived. 

The recollective trend ceases, and he turns to 


reverie. What he really enjoys is solitude. He 


likes to imagine that he is a famous man whom no 
one recognizes. 


At other times he likes to be 
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alone in a strange city, to feel life teeming around 
him and yet to remain aloof, complacent, indiffer- 
ent, and unchallenged. Tricking people is also fun, 
and he finds it especially enjoyable to maneuver 
them into embarrassing positions. He recalls that 
as a small boy he once urinated on his father’s 
leg while father was repairing a car. Once again 
he ruefully complains that his current employer is 
dull and unimaginative, and that other people get 
better breaks. But... after all, who cares? There 
isn't much use in anything, anyway. 

Although explicit reference to the doctor 
occurs only in the opening phase of the 
session, the patient’s preoccupation with a 
series Of specific object relationships sug- 
gests that the transference follows a similar 
pattern. The overstatement and rejection of 
his doctor’s efforts to clarify problems cor- 
respond to his hopeful submission to other 
men and later repudiation of their efforts. 
When his phantasy-wishes of the grand 
destiny are fruitless, invariably he turns on 
his benefactors with secret scorn and pas- 
sive provocation. An invitation to a baseball 
game, a minor office job, or a modest in- 
terpretation is too meager to satisfy him. 
The only other means of achieving high es- 
teem is through the phantasy of being a 
famous man incognito. The perfect-speci- 
men ideal is also achieved by the aversive 
functions of withdrawal and isolation, as in 
the phantasy of being a solitary man who 
finds fulfillment in his detachment from the 
life of the city. Another aversive regulatory 
pattern is exemplified by his unresponsive 
acquiescence to people who take an interest 
in him. He shuns them, even though he is 
afraid of rejection. This may reflect a fear 
of being rejected by the doctor. Once again 
he is faced with a familiar antinomy: the 
wish to please others by compliant neutrality 
and the wish to retaliate when disappointed; 
the fear of being rejected and the fear of 
But... 
is a statement both of defiance and 


being too dependent. after all, who 
cares 
of resignation. The attitude of hopeless in- 
difference the 
tional pattern of bitter anger. The childhood 


foreshadows common emo- 
memory of urinating on his father’s leg 
not only indicates latent anger but illustrates 


how his docility conceals secret retaliation 
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when his aims are thwarted. It is important 
to recognize that while this memory may be 
interpreted as an instance of a typical ego 
pattern in his efforts to deal with father’s 
indifference, the other 
contexts might be regarded as a screen for 
The predominant 


same memory in 


earlier sexual conflicts. 
mood, aside from latent anger, is one of 
pessimistic resignation—a fusion of skepti- 
cism, an aversive function, with depression, 


an emotional pattern. 


Comment 


1. Phase Analysis and Flexibility —The 
quadrilateral method imposes no obligation 
to draw premature conclusions about specific 
dynamic processes. Because it is based on 
actual material rather than on a priori judg- 
ments, the method encourages constant eval- 
uation. The 
completely distinct factors; they are simply 
related phases of the content. This is indi- 
cated by the ease with which one phase may 
be predicted from a knowledge of the other 
three. Some of the material may be simul- 
taneously understood from several view- 


various categories are not 


points at once, whether as a defense, a 
phantasy, or a bit of object relationship. 
This is wholly consistent with the concept 
of the multiple functions of the ego.’ In 
other instances, the meaning of certain data 
may not be fathomed, and so cannot be 
categorized with assurance. For example, 
shall an isolated memory, suddenly intro- 
duced by the patient, be interpreted as a 
defensive shift from an overheated present 
to a more serene past, or does it represent 
a breakthrough of an older experience which 
has been revived by a current conflict? 
Memories may report both past,occurrences 


and present phantasy systems. Deutsch and 
Murphy ' have demonstrated that repetitive 
words and phrases may simultaneously com- 


municate elements of conflict, past and pres- 
ent phantasies, and historical information. 
The category to which certain material is 
assigned will depend upon the dominant 
dynamic phase. This means that similar con- 
tent at one phase of treatment may be re- 
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garded’ as an expression of an emotional 
pattern or as a regulatory function, whereas 
at other phases it may be interpreted as 
transference material, or perhaps as a phan- 
tasy-fear. Categories are not rigid molds 
in which spontaneous material takes a fixed 
form; instead, they are mirrors which re- 
flect the various nuances of shifting proc- 
esses. 

2. Facts and Inferences.—Ilt is evident 
that some components of conflict may never 
be completely understood, even in patients 
who are seen over a long period of time. 
However, by clearly indicating the material 
which is not expressed, the quadrilateral 
formulation provides a safeguard against the 
introduction of inferences as_ established 
facts. In the single interview which has 
been reported, the fear of being too de- 
pendent is not explicitly stated; it is only 
implied by the patient’s pattern of with- 
drawal following unfulfillment of his phan- 
tasies involving an older man. It is possible 
that a fear of inflicting violence prompts his 
withdrawal; certainly he is preoccupied with 
thoughts of violent revenge after his re- 
treat. What occurs when an older man does 
not disappoint him? There are indications 
that he often provokes people who continue 
to take an interest in him. Study of this 
phase of object relationships will help to 
affirm or deny the importance of fear of 
dependence, an idea which is foreshadowed 
by another fear, of having others too de- 
pendent upon him. Moreover, the familiar 
sequence of high hopes, disappointment, iso- 
lation, and revenge-phantasies permits the 
prediction that this will recur in his relation- 
ship to the doctor. If so, then his phantasies 
of dependence may also be investigated 
through the transference. However, during 
this isolated interview, only defensive as- 
pects of the sequence were expressed, 
namely, careful reiteration of the doctor’s 
comments, planned distortion, and then 
skeptical repudiation. This is all that is 
overtly discussed. Now, if the psychiatrist 
wishes to draw more comprehensive in- 
ferences, such as, perhaps, the patient's 
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wishes and fears of homosexual love, he is 
clearly transcending the data by making 
higher-order statements. 

Propositions are called “higher order” 
because they include not only lower-order 
statements of the manifest clinical material 
but also new elements which the doctor has 
introduced, along with a shift to more 
abstract language. Obviously, even in this 
example of formulation, there is no uni- 
formity of either language or clinical 
material. Clinical facts, inferences, conclu- 
sions, and metaphors are expressed in 
statements which belong to several levels. 
This, however, is the nature of communica- 
tion between peeople—to operate on many 
levels at once, with different words, different 
objects, and different meanings. 

The significant principle is that formula- 
tions follow the conflict, and that the level 
of conflict determines the level of formula- 
tion, not the reverse. This is demonstrated 
by the technique of interpretation, since in- 
terpretations are always based upon a 
running formulation of conflict. Charac- 
teristically, interpretations concern — the 
dominant level of conflict and are expressed 
in language appropriate to that level. How- 
ever accurate, when the language of in- 
terpretation does not correspond to the 
dominant level of conflict, these interpreta- 
tions are called “too deep” or “too super- 
ficial.””. Although the psychiatrist may on 
some occasions deliberately present a higher- 
level interpretation, and at other times one 
appropriate to a lower level, interpretations 
generally conform to the dominant level of 
conflict. 

In contrast to the appropriate interpreta- 
tion, the unwarranted generalization—so of- 
ten encountered in brief evaluations of 
patients—is an example of a higher-order 
statement which is not buttressed by ade- 
quate information. It is not based on knowl- 
edge, but merely fills gaps in knowledge with 
a deceptive substitute for ignorance. Al- 
though higher-order hypotheses are permis- 
sible, desirable, and even inevitable, there 
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is the risk of meeting disguised presuppo- 
sitions later and mistaking them for proof. 
It may be asked whether the quadrilateral 
method at all satisfies the explanatory, logi- 
cal and operational requirements of a formu- 
lation. Its open-ended, limited application 
seems to lack the authority which is ex- 
pected of a formulation. However, it is an 
advantage to have such heterogeneous 
clinical material spread out, rather than 
condensed. Dynamic processes are active 
at all levels of communication, and since the 
four viewpoints are based on dynamic 
principles, the first requirement is satisfied. 
Secondly, the consistent use of ego-regula- 
tory functions, predominant emotional pat- 
terns, object relationships, and nuclear 
elements provides a_ well-defined, logical 
scheme of appraisal. Thirdly, the opera- 
tional criteria are satisfied, since means are 
provided by which the relationship of all 
elements of the clinical content may be 
corroborated. 
aim 


The 


of formulation is the comprehension of con- 


3. Formulation and Etiology. 


flict according to explanatory, logical, and 
operational requirements. Formulation is 
not a substitute for long-term observation of 
the patient, nor does it account for the 
etiology of the disorder. Twin hazards oc- 
cur when conjectures are treated as clinical 
facts and clinical facts as explanatory hy- 
potheses. The first of these hazards has al- 
ready been described as the failure to 
differentiate sharply among various orders 
The occurs in 
evaluating patients whose psychiatric dis- 
order is kind of 
example, with 
obsessional patients are often filled with 
affectless, stereotyped, abstract, or trivial 


of statements. second 


signaled by a 
For 


special 


material. interviews 


content. The psychiatrist may be so sensi- 
tive to the defensive features of the material 
that he overlooks the latent fears, wishes. 
and object relationships which contribute to 
the underlying conflict. He 

the 
caused by abnormal defenses, such as isola- 


may then be 


tempted) to assume that neurosis is 


tion, undoing, and intellectualization. Sim- 
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ilarly, interviews with anxious or depressed 
may contain predominant 
emotions, with little elaboration of other 
elements of the conflict. In such situations, 
reified “anxiety” or “depression” is some- 


patients only 


times regarded as an etiological agent in it- 
self. Schizophrenic patients may disclose 
only phantasy systems and distorted object 
relationships. Hysterical patients may pre- 
sent themselves as conflict free, while the 
doctor must infer the presence of massive 
repression and highly vivid phantasies. The 
occurrence of a uniform type of clinical fact 
mean that the disorder consists 
only of such disturbances. Etiological 
theories based on undue emphasis of only 
one aspect of the formulation combine the 
ancient error of pars pro toto with the hu- 
man tendency toward oversimplification. 
This has been illustrated with respect to 
theories about ulcer in another 
paper.5 Many between rival 
psychiatric theories could be avoided if it 
were recognized that each has emphasized 
one feature of the total formulation and has 
either ignored or minimized the others. The 


does not 


duodenal 


polemics 


controversy between advocates of the “in- 
terpersonal relationship” and proponents of 
the “libido” theory would vanish if each 
group acknowledged that there are some 
aspects of conflict which cannot wholly be 
accounted for by their points of view. 

4. Formulation Metapsychology.— 
The relationship between the three metapsy- 
chological Freud 
proposed and the psychodynamic formula- 


and 


viewpoints — which 
tion deserves more than passing reference. 
However, it may be noted that while the 
topographical, dynamic, and economic view- 


points constitute three different models of 
mental activity as a whole, they may also be 
understood as a means of providing three 


different interpretations of conflict. As a 
result, the statements of each viewpoint are, 
in effect, formulations in their own right. 
The topographical interpretation is based 
on three proposed agencies of mind—ego, 
superego, and id—which influence and 
modify each other. Accordingly, neurosis 1s 
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regarded as a conflict between ego and id, 
with the superego participating on either 
side of the equation.17 However succinct, 
this type of interpretation, or, better, this 
kind of formulation, is not too informative 
by itself. It has ancient parallels in the 
antagonistic dichotomy of reason and emo- 
tion, intelligence and instinct, intellect and 
will, and so forth. 

From the dynamic viewpoint, conflict re- 
sults from the interaction of System 
Unconscious and System Conscious-Pre- 
conscious, each of which has unique func- 
tional properties. It is the direction and 
activity of special functions which determine 
conflict, rather than the opposition of 
structural units, as in the topographical in- 
terpretation, 

The economic interpretation of conflict is 
associated with the concept of “tension” as 
an expression of physiological need. From 
this viewpoint, both conflict and “tension” 
depend upon the libidinal investment of 
diversified objects, such as 


sense organs, 


surfaces, prominences, and apertures, as 
well as perceptions, concepts, ideas, move- 
ments, signs, and behavior. According to 
the economic viewpoint, it is the object's 
potential capacity to serve as a source of 
pleasure and pain that is the essential ele- 
ment in determining conflict. r 

Each metapsychological interpretation of 
conflict provides a separate guide for un- 
derstanding the totality of psychic acts. As 
a system of formulation, however, these in- 
terpretations are too comprehensive and 
abstract to be wholly useful in organizing 
the specific clinical facts of everyday 
practice. Before metapsychological interpre- 
tations may be advantageously used, a full 
sequence of underlying lower-order propo- 
sitions and formulations is necessary. In 
fact, it is possible to define metapsychological 
interpretations as the highest-order  state- 
ments which may be made about clinical 
facts, psychic acts, and dynamic processes. 

5. Formulation and Intuition —From the 
logical viewpoint, the formulation is a means 
viewpoint, it is a means of clarifying con- 
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flict, but from the operational viewpoint, it 
of recording conflict; from the explanatory 
is clear that the ultimate source of perceiving 
conflict is in the therapist. Organized ob- 
servation helps to evaluate what patients do 
and say, but logical formulation as a 
method has an intrinsic deceptiveness 
which it shares with all so-called “objective” 
viewpoints. There is no escape from the 
irrational and from the presuppositions and 
acceptances which color the most scrupulous 
method. Hence, the role of intuition, the 
tour de force and the “magnificent hunch,” 
of which Redlich '* speaks, cannot be over- 
estimated. 

Formulation is an aid to therapy, but it 
is not the equivalent of therapy, technique, 
or insight. Formulation may be only a by- 
product of a more penetrating factor, the 
intuitive appreciation of major and minor 
the 


high value placed on intuition does not 


themes of thought and emotion. 


minimize the importance of systematic in- 
vestigation and accurate expression. Un- 
tutored intuition is no better than a random 
guess. The spontaneity of discovery arises 
from skilled intuition, which fuses long se- 
quences of thought, study, and information 
with this creative process. Thus, while for- 
mulation may organize the facts about a per- 
son according to the factors which evoke the 
facts, however complete, it dees not account 
for the fact of the individual existence. The 
more general the categories, and the more 
intricate the interlacing of various elements, 
the less of the unique quality of the patient 
does it seem to capture. Often, the formula- 
tion is like a bucket without a bottom; the 
more that is poured into it, the less it holds. 

This paper ends with full recognition that 
while a calculated intellectualism stills the 
flow of life, the stream of human experience 
is subject to some scientific appraisal, and 
not only to periodic bursts of poetic in- 
sight. The ego is both regulatory and crea- 
tive. When regulatory, it is rational, and 
therefore subject to formulation. When 


creative, the ego is emergent, and there- 
fore 


Although the existential 
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A, 


fact of personal involvement often pro- 
vides a flesh-and-blood understanding more 
profound than skeleton calculations of for- 
mulation, there is no need to choose between 
formulation intuition. [motional 
participation in a joint therapeutic enter- 
prise is enhanced by the use of the intellect. 
Intuition and formulation exactly correspond 
to the mutual correlation of reality sense 
and reality testing.” While man cannot be 
reduced to a set of mathematical formulas, 
neither is there an obligation to view him 
mass of existential 


as an amorphous 


protoplasm. 


Summary 


A quadrilateral method of psychodynamic 
formulation is described by which clinical 
integrated with explana- 


material may be 


tory hypotheses. The four aspects of the 
formulation depend upon an analysis of 
clinical facts according to (1) ego-regula- 
tory functions, (2) predominant emotional 
patterns, (3) object relationships, and (4) 
nuclear elements, consisting of context, 
temporal factors, and antinomies of wishes 
and This of formulation is 
based on the concept of conflict. lormula- 


tion is related tc conflict as statements about 


fears. view 


an event are related to the event itself. 
There are several practical advantages to 
this type of formulation. 1. It is a simple, 
flexible method of recording lower-order 
statements about clinical content, according 
to dynamic principles, but without con- 
ceptual prejudice. 2. Since the statements 
are explicit, the easily 
modified by new findings. 3. 
statements are readily converted into more 


formulation is 
Lower-order 


comprehensive, higher-order statements by 
progressive integration of valid inferences 
and theoretical constructs, until a full range 
of interaction is established between clinical 
content and metapsychological hypotheses. 
4. Recognition of the dominant phase of 
conflict at a given moment provides a clue 
to the most active psychic functions. 5. By 
selective emphasis of different aspects of 
conflict, different interpretations of conflict 
may be formulated. 6. What a patient says, 
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what he does not say, and what the doctor 
infers may be simultaneously differentiated. 
7. Because of its relatively standard form 
and flexible application, the quadrilateral 
formulation is equally applicable to multiple 
interviews with the same patient and to 
single interviews with a series of patients. 
This makes it useful for both therapy and 
research. 

The various theoretical practical 
limitations of any formulation as a means 
of accounting for the patient himself and for 
the specific pattern of dynamic processes in 
that patient are also discussed. 
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Hyperkinesis and Organicity in Children 


MAURICIO KNOBEL, M.D.; MARY B. WOLMAN, M.A., and ELIZABETH MASON, M.A., Kansas City, Mo. 


The theoretical background and_ thera- 
peutic philosophy ** of the clinician bias his 
diagnostic approach, and therefore we find 
“syndromes,” such as acting 
47,48 


that in many 
hyperkinetic impulse disorder, 
conduct disorder,** primary behavior dis- 
problems of overt behavior, 
unsocialized aggressive behavior, aggres- 
childhood,®! 
character impulse disorder,”* and chil- 
4.6.7 


sive behavior disorder of 


dren with organic brain disease, al- 
though the emphasis may be put on one or 
another particular area of behavior, the 
descriptive details of each syndrome almost 
fit any one child. We became interested in 
what symptoms characterized the acting- 
out child. We wished to clarify the diag- 
nosis. 

In a previous study,** we presented a 
syndromic approach to the acting-out child, 
and we suggested that a symptomatology to 
be considered would consist of classroom 
disturbance, poor peer relationship, intellec- 
tual performance below the expected level, 
impulsivity, aggressivity, distorted percep- 
tion, and hyperactivity. We also thought 
that symptoms such as short attention span, 
making excessive demands without being 
satisfied, and 
could not be discarded, even though we did 


low frustration tolerance 
not find them in significant proportion in 
our study. 

We felt that “many of the children who 
are studied and treated in a Child Guidance 
Clinic are not properly evaluated diagnosti- 
cally because of (@) an overemphasis of 
psychogenic factors, and (>) the exclusion 
from consideration of covert organic signs 
in situations where it is possible to detect 
organicity by a more careful inquiry into 

Submitted for publication Noy. 18, 1958. 
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the nature of the mother’s pregnancy and 
the birth history and early development 
of the child.” ** We also said that electro- 
encephalographic findings and psychological 
testing should be useful in helping to detect 
organicity. As a test of our rough delinea- 
tion of symptoms and of our thoughts about 
the connection between hyperkinesis and 
organicity, we organized a pilot study of 
40 children referred to the Child Guidance 
Clinic. The results of this study were par- 
tially reported at the 114th Annual Meeting 
of the American Psychiatric Association. 
We examined the first 40 children referred 
by the Kansas City public schools after we 
decided to initiate our study, and, by agree- 
ment, no child with an IQ below 80 was 
referred. The of the children ran 
from 7 years to 15 years 7 months. Five 


Verbal 


ages 


were girls; thirty-five were boys. 
1Q’s ranged from 90 to 140. 


Procedures 


After referral, which included a short statement 
of the school problem and some facts on the home 
situation, the mothers were interviewed by a social 
worker, who obtained a careful social history. 
Written permission was obtained which made it 
possible to review hospital records on the mother 
delivery. A detailed 


reference to 


and child at the time of 


perinatal history was obtained with 
genetic pathology, possible trauma during preg- 
nancy or delivery, and incidents of the neonatal 
period. 

The child’s teacher answered a questionnaire in 
which we formulated questions relating to Kno- 
bel’s “* symptom complex. Each child was rated in 
terms of the frequency with which behavior that 
was impulsive, uncoordinated, withdrawn, and so 
on, was observed in the classroom setting. 

The same clinical psychologist examined all 40 
children, without any further knowledge about the 
child than the facts on the referral sheet. Tests 
administered were the Wechsler Intelligence Scale 
for Children,” the Jastak Wide-Range Word 
Reading Test,“ the Draw-a-Person,™ Cornell- 
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Coxe Memory for Designs,“ Rorschach,” and 
Bender Gestalt tests. Hand and eye dominance 
and speech defects were also noted. 

Except for the test of Memory for Designs, the 
tests chosen were the ones given more or less 
routinely to each child referred for diagnostic 
evaluation. Search of the literature, as well as 
correspondence with co-workers in the clinical field, 
had failed to unearth any crucial tests which we 
could use that did not entail a special training 
course for the examiner or the establishment of 
reliable norms for the age range we were interested 
in. 

Halstead’s battery of psychophysical tests, revised 
for children, requires a long training period and a 
high expenditure for materials, neither of which 
we were prepared to undertake for our pilot 

A preliminary trial of the Spiral After-Effect 
test proved that much more time would be needed 
to validate a set of instructions.7°""" 

Therefore we settled for the battery we have 
named, though we realized its iimitations. In a 
clinic setting, service needs come first unless re- 
search budgets and time are especially arranged. 
In this instance we proceeded without extra time 
and budget allowances except for the neurologist’s 
examinations and statistical assistance. 

The same psychiatrist examined all 40 children. 
He, too, had no other information but the re- 
ferral data before his interview. This took the 
form of a typical structured verbal interview, with 
toward obtaining concrete 
These answers 


questions directed 
answers about behavior patterns. 
were checked against a list of the following symp- 
toms: hyperactivity; temper tantrums; fighting; 
impulsivity; unpredictability; rebelliousness, re- 
senting or defying authority; stubborness; running 
away; destructiveness; bullying; lack of capacity 
to postpone; making excessive demands; looking 
for companionship; cruel activity; aggressiveness ; 
poor school performance; short attention span; 
distorted perception; hostility; poor capacity to 
sustain an effort or complete a task; poor peer 
relationship; irritability; frustration; poor 
coordination; depression; loneliness; indifference ; 
moodiness; apathy; seclusiveness; sensitiveness ; 
withdrawn attitude; crying; passivity; sullen- 
ness ; hypoactivity ; evasiveness ; daydreaming. 


easy 


All children had electroencephalograms, and the 
records were read by one electroencephalographer 
without any reference to previous material on the 
child. Tracings were recorded on an eight-channel, 
Model III Grass instrument, using both monopolar 
and bipolar techniques. The vertex was also used 
routinely as a reference point. Three minutes of 
hyperventilation was standard. 


A neurologist specializing in work with children 
performed the neurological examination. Here the 


Knobel et al. 


procedure differed, in that he had access to all the 
recorded data on the child. 


Treatment of the Data 


Collecting the data is a far simpler job than 
knowing what to do with them. We struggled with 
the problem of how to start the statistical analysis. 

Our first solution was to agree that the psy- 
chiatrist shall divide the 40 cases into two groups, 
the hyperkinetic and the nonhyperkinetic. From the 
check list of symptoms for each child, he found 
that 50% presented a symptomatology of hyper- 
kinetic behavior disorder, and 50% presented mixed 
disturbances, ranging from mildly hypokinetic be- 
havior to severe withdrawal. Some symptoms were 
shared by both the hyperactive and the withdrawn. 
The term hyperactive, or hyperkinetic, refers to a 
related type of hyperactivity; that is, the child, 
even though disorganized, shows an interpersonal 
relatedness which can be easily differentiated from 
the unrelated type of hyperactivity, which is seen 
in some schizophrenic children who show the 
autistic, apparently meaningless, personally unin- 
volved type of hyperactivity. 

After making a breakdown in our symptom list, 
some behavioral items presented an internal con- 
sistency that enabled us to select those behavioral 
assessments that were highly discriminative of hy- 
perkinesis and hypokinesis. We arrived at the con- 
clusion that the hyperkinetic child showed the 
following characteristic symptoms *: 

1. Is not sullen, seclusive, or lonely. By this we 
mean that a hyperkinetic child should not be ill- 
humoredly unsociable, should not be sad or melan- 
cholic. Somberness should not be one of his 
characteristic moods. He should not feel unliked 
and be always by himself. 

2. Does not withdraw. The hyperkinetic child 
presents a variable type of relatedness but is always 
in some sort of contact with reality, not showing 
any sign of retreating into himself in the many 
different ways we see in the schizophrenic child. 

3. Is hyperactive. The child shows an almost 
perpetual motion during the psychiatric interview, 
fumbling around with his fingers, writhing and 
twisting in the chairs, standing up and _ sitting 
down, walking around the office while answering 
the questions. 

4. Is unable to postpone gratification, makes ex- 
cessive demands, has poor capacity to sustain an 
effort. The hyperkinetic child shows a_ tendency 
to want to be satisfied immediately. Whatever he 
wants, he wants right now. If he doesn’t get it, 
he continues asking for it incessantly. When he 
does get what he wants, his satisfaction does not 
last very long, and a constant shifting toward many 
different potentially satisfying objects is observed. 
If asked to perform some task, he is quickly bored, 
and it is very difficult for him to sustain an effort. 
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5. Is not moody. The hyperkinetic child should 
not present fits of depression, and even in his 
temper tantrums the feature of sadness is usually 
absent. 

6. Is aggressive, fighting, bullying, cruel, and 
destructive. In his interpersonal relationship the 
child demonstrates a need to fight, to bully, and to 
destroy. Sometimes it appears to be patterned and 
directed toward specific goals, and at other times 
it is simply an unprovoked physical attack. This 
type of behavior may vary from simple teasing to 
cruel, sadistic activity. 

The above-mentioned symptomatology, selected 
pattern de- 
Guttman 


followed a 
Therefore the 


for internal consistency, 
scribed by Guttman.” 
scalogram analysis was possible, and we launched 
on a second type of treatment of our data. The six 
behavioral assessments provided a scale which dis- 
criminated reliably among children we studied, with 
satisfactory reproducibility (0.90), with a random 
pattern of errors, and with a satisfactory distribu- 
tion of frequencies within the items. 

An interesting finding was that some negative 
symptoms, such as absence of sullenness or moodi- 
ness, were more significant, for differentiation pur- 
poses, than some positive symptoms, such as short 
attention span or impulsivity. Some symptoms 
proved to be poorly discriminating because of their 
high incidence in all the referred children. 

The results of the scalogram analysis enabled 
us to say that a child who exhibited six behavioral 
symptoms was reliably more classifiable as having 
a hyperkinetic behavior disorder than a child who 
exhibited, for instance, only four. With this data 
we were able to establish that 23 subjects could be 
considered hyperkinetic, 8 showed mixed symptoma- 
tology, and 9 were hypokinetic. 


TABLE 1.—Operational Definition of Hyperkinesis * 


. Hyperactive 
Low frustration tolerance | 
Aggressive (including destructive, bul-| 
lying, and cruel behavior) | 

. Impulsive | 
| 

| 


No less than 
seven symptoms 
of hyperkinesis 


. Looks for companionship 

}. Inability to postpone (including making 
excessive demands, and poor capacity 
to sustain effort) 

Poor school performance | 

Poor peer relationship | 

Hostile (including rebelliousness resent-| 
ing authority and stubborn) 


Sullen (including seclusive or lonely) 
apathetic or 


No more than 
two symptoms 
of hypokinesis 


J 
. Depressed ) 
| 
| 
. Indifferent (including 
passive) 
. Moody 
. Withdraws J 


a 


o- 


* A child who presents seven of the nine hyperkinetic symp- 
toms and no more than two of the hypokinetic symptoms could 
be considered for diagnostic purposes a hyperkinetic child. 
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Another breakdown of the symptoms checked by 
the psychiatrist in his clinical discrimination of 
hyperkinetic and nonhyperkinetic children revealed 
that the children who showed seven of nine possible 
hyperkinetic symptoms and no more than two out 
of five possible withdrawal symptoms could be 
reliably classified as having a hyperkinetic behavior 
disorder (Table 1). 

This classification placed 21 subjects in the 
hyperkinetic category and agreed 83% with the 
Guttman scaling. Therefore, for pragmatic pur- 
poses, either approach is useful in diagnosing hyper- 
kinetic children. We needed a schematized approach 
for research uniformity. In individual practice, each 
clinician can follow his own orientation without 
dependence on formal schematization of obvious 
symptoms. 

The psychological tests were scored to indicate 
verbal, performance, and full-scale IQ’s on the 
Wechsler scale; deviation of subtest scores; dis- 
crepancy between verbal and performance IQ’s; 
mixed hand-eye dominance, as well as mixed hand- 
and-eye versus foot dominance, degree of retardation 
in reading and in the drawing of a person; number 
of organic signs on the Rorschach test (as outlined 
by Piotrowski”); degree of distortion on the 
Bender Gestalt test. 

For purposes of x*-analysis, all test results and 
symptoms were divided into two categories: pres- 
ence and absence. Critical cut-off points were de- 
cided upon arbitrarily, and children who scored on 
one side of the cut-off were called positive (+), 
and children who scored on the opposite side were 
called 0. Because our cases were limited, it did not 
pay to use too much refinement in scoring, nor did 
we have the time to use combinations of psycho- 
logical tests as a differential tool. 

The questionnaire from the teacher proved to be 
too subjectively handled to be useful for statistical 
treatment. It was discarded. 

We know that some organic trauma during preg- 
nancy and birth may have a definite influence on 
the child. Malnutrition, physical trauma, anoxia, 
infections, toxemia, and hemorrhages may play an 
important role in brain damage. But, as Pasa- 
manick, Rogers, and Lilienfeld™ have pointed out, 
while doubtlessly an exists between 
childbearing abnormalities and behavior disorder, 
this relationship is not of necessity an etiologic one. 
Furthermore, we found that it is not easy to get 
reliable data in this particular field. Many hospital 
records that we examined were lacking in essential 
information regarding genetic or pathological ante- 
cedents. The information about delivery and neo- 
most cases. 


association 


natal periods was meaningless in 
Frequent contradictions between mother’s informa- 
tion and hospital data were noted. After some at- 
tempt at statistical evaluation, these data had to be 


discarded. 
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We compared the 25 children who had clearly 
abnormal electroencephalograms with the 15 who 
had no clear abnormalities. Also, the children who 
showed clear neurological signs were compared 
with those who showed nothing definite or none. 
Thirteen hyperkinetic subjects with normal EEG’s 
were compared with five with severely disturbed 
EEG’s. As a final step, the EEG was used in 
combination with the neurological and psychological 
test findings to discover what relationships might 
be found with the psychological test results and to 
find out how many of the hyperkinetic children 
could be said to have probable organic disturbances 
and how many could be said to have probable 
psychogenic disturbances. 


Findings 


1. There was a slight tendency for the 
girls to be nonhyperkinetic (P>0.05<0.10). 

2. There was a normal distribution of 
the 40 subjects within the seven major 
socioeconomic groups in the Kansas City 
area (as delineated by Community Studies, 
Inc., sociologists).'7 The median socioeco- 
nomic class for Kansas City is lower-middle 
minus. The hyperkinetic children fell below 
the median at a 0.03 level of significance. 
The nonhyperkinetic children tended to be 
distributed above the median. 

We hypothesized that lower-class chil- 
dren may have suffered from less adequate 
care during pregnancy and birth, the like- 
lihood of brain trauma being increased. It 
was found, however, that the lower socio- 
economic groups tended to have normal 
EEG’s (2:1), while the higher groups 
tended to have disturbed EEG’s (3:1). 

In the group of 23 hyperkinetic subjects, 
the children from upper-middle- and mid- 
dle-class families scored higher on the 
verbal scale of the Wechsler test than on 
the performance scale, whereas the reverse 
was true for children from the lower-class 
families (significance of 0.025). 

3. Twenty-five, or 62.5%, of the children 
studied presented clear abnormalities on 
their encephalographic tracings. These 25 
were compared with the 15 children with 
normal EEG’s for significant differences on 
psychological test scores. No one psycho- 
logical test satisfactorily differentiated the 
normal and abnormal EEG groups. 
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When the hyperkinetic children were di- 
vided into two groups, consisting of 13 
children with normal EEG’s and 5 with 
severely disturbed EEG’s, it was found 
that the normals had higher verbal, per- 
formance, and full-scale IQ’s. Severe dis- 
turbance on the EEG does affect IQ 
functioning. The verbal I1Q’s of the chil- 
dren with very disturbed EEG’s were sig- 
nificantly higher than their performance 
1Q’s. 

The degree of EEG disturbance was 
related to hyperkinesis in a J-curvilinear 
That is, hyperkinesis appeared 
primarily in children with normal and 
mildly disturbed EEG’s, and in a few in 
the most severely disturbed EEG group 
(Figure). 

4. Of the 39 children, 20, or 51%, ex- 
amined by the neurologist showed clear 
neurological signs. These ranged from 
mild abnormalities, such as clumsiness in 
one hand, to a more objective one, such as 
“asymmetry of the base of the skull, with 
the petrous ridge higher and_ projecting 
further on the right side” (x-ray report 
by Dr. Fowler). The adiadochokinesis and 
some chorea-like movements mentioned in 
Knobel’s previous paper on acting-out chil- 
dret. ** were observed frequently by the 
neurologist who examined the children in 
the present study. 


manner. 


There was a positive correlation between 
the number of organic signs on the Ror- 
schach test and the degree of neurological 
pathology (P<0.01). 

The children with positive neurological 
signs below the median on _ the 
Wechsler Picture Arrangement test more 
frequently than the children with negative 
neurological signs (P<0.01). 


scored 


5. Tables 2 and 3 summarize the findings 
for all the children on a number of vari- 
ables. Table 2 divides the children into 
hyperkinetic and nonhyperkinetic groups as 
diagnosed by the psychiatrist. Although 
tendencies of difference appear, none of 
the differences proved to be. statistically 
reliable. Taking the hyperkinetic group by 
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Oral Reading 
Retardation 
(9 Mo.+) 


Disturbed EEG 


Hyperkinetic no. (N-20) ll 9 
(Mean age 11-0) % 55 45 
Nonhyperkinetic no. (N-20) 14 10 
(Mean age 12-9) % 70 5O 


* One subject excluded because too young. 
t Two subjects excluded because too young. 


itself, the 9 children with normal EEG’s 
were older than the 11 with EEG disturb- 
ances (P=0.07). 

Table 3 compares three groups as classi- 
fied by the Guttman scaling. It was from 
the Guttman scaling that the J-curve rela- 
tionship between degree of EEG disturb- 
ance and was established 
(Figure). 

We studied the 23 hyperkinetic cases 
Guttman scaling with 


hyperkinesis 


derived from the 
more intensity than the mixed and hypo- 
kinetic groups because the hyperkinetic 
syndrome was better delineated and_ the 
group of 23 children in that category was 
more homogeneous. 

Some of the more detailed findings for 
the hyperkinetic children were as follows: 
They did poorly on the digit-span test of 
the Wechsler scale, but better than the other 


two groups on the coding test. Attention 
loses focus, and immediate recall fails. 


The higher score on the coding test is prob- 
ably the result of speedy, though erratic, 
performance. 

No relationship was found between de- 
gree of reading retardation and presence or 


absence of hyperkinesis. 


IQ 
% Full-Scale 
Age, Positive Neurological (WISC), 
Mean EEG's Signs Mean 


Hyperkinetic 


(N-23) 10-11 56.6 47.9 102.87 
Mixed (N-8) 10-10 62.5 71.4 102.25 
Hypokinetic 

(N99) 13-6 77.7 44.4 103.89 
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TABLE 2.—Comparison of Two Groups Classified b 


TABLE 3.—Comparison of Three Groups as Classified by Guttman Scaling 


Draw-a-Person 


Retardation Rorschach ‘‘Signs’’ Bender-Gestalt 
(1 Yr.+) (3 or More) Rated Pathological 
16 12 
80 60 73.7 
12 12 9t 
60 60 50 


An interesting result was the severe re- 
tardation in test score for the drawing of 
a person shown by hypokinetic children, as 
compared with the relatively less pro- 
nounced retardation shown by the hyper- 
kinetic children. This point bears out our 
description of the hyperkinetic children as 
being socially and emotionally aware of 
people in their hyperactive behavior. 

The lack of correlations between degree 
of hyperkinesis and “organicity” indicators 
points up the conclusion that “organicity” 
can appear throughout the range of hyper- 
kinesis from most hyperactive to most 
withdrawn. 

6. The combination of data, from the 
psychiatrist's symptom-complex list, from 
the EEG, and from the neurological and 
psychological tests, might be the most solid 
basis for determining “organicity.” Though 
the EEG and psychological tests may yield 
false-positives when considered singly, if 
they are combined with positive neurologi- 
cal signs, one can expect some abnormal 
occurrence in the nervous system. 

Data from EEG, neurological examina- 
tion, and five psychological tests were listed 


% with 
Word % with 
Reading DAP Mean of 
Verbal Retardation Retardation Rorschach 
IQ Performance of 1 Yr. of 1 Yr. “Signs” 
(WISC) IQ (WISC) or More or More (Organic) 


104.83 100.35 47.9 65.2 2.91 
107.00 96.25 50.0 62.5 3.75 
107.67 99.11 44.4 88.8 4.11 
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Relationship between 
EEG disorganization and 
degree of hyperkinesis. 


ACTIVITY 
HYPERACTIVE 


UNT OF CHILD'S ACT 


AMDUI 


HYPO-ACT 


for each of 21 hyperkinetic children (Table 
4). A child with an abnormal EEG, with 
an abnormal neurological test finding, and 
with three of five psychological tests rated 
as “retarded” or “pathological” was scored 
3 points, or maximum “organic” proba- 
bility. 


Neurological Psychological 


Case EEG * Sign Sign Total 


wow 


ww 


oteot 


coco 


*EEG+ indicates abnormality. 

+ Neurological+ indicates definite pathological findings. 

? indicates some abnormalities without clear pathological 
significance. 

t Psychological+ indicates that at least three out of five 
psychological tests (Bender Gestalt, Rorschach, Draw-a-Person, 
Reading Retardation, Discrepancy Between Verbal and Per- 
formance scores WISC (verbal IQ over 90)) were evaluated as 
showing that the child was “retarded” to a significant extent 
or was termed “‘pathological.”’ 
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ORGANIZED DISORGANIZED 


KIND OF EEG ACTIVITY 


EEG ABNORMALITY----> 


From Table 4 we were able to see that 
15 of 21 hyperkinetic subjects can be classi- 
fied as having probable organic disorders 
and 6 can be classified as having probable 
These two groups 
were then compared for age and for results 
on all the psychological tests. A tendency 
was found for the children with probable 
organic disorders to score lower on the 
arithmetic and picture arrangement subtests 
of the WISC than did the children with 
probable psychogenic disorders. Also, the 
children with organic disorders had severe- 
ly disturbed Bender-Gestalt ratings. No 
other significant differences were revealed. 


psychogenic disorders. 


Rationale for Consideration of 
“Organicity” 

An organic basis for behavior disorders 
of the type we are considering was postu- 
lated long ago. We present a rationale for 
of organic factors when 
diagnosing children’s behavior because the 
psychogenic factors have so often been ex- 
clusively emphasized. 

1934 it was said that “the clinical 
of emotional and psychomotor 
disinhibition resulting from loss of control 
by the new brain or by the hyperexcitability 
of the old brain has been called by Kahn 
*41 The demonstrative works 
of Magoun,® Jasper,*® and Spiegel in 
the neurophysiologic field; the studies on 


consideration 


In 
picture 


‘ 
drivenness’. 


cortical function and psychosomatic disor- 
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Organicity * 
| 8 
9 
10 
11 
12 
13 
i 1% 
15 114 
16 0 
17 
18 1 
1 21 0 
4 
| 


A, M. 


ders,*154 and the Gestalt approach to be- 
1-7,31,32,77,81,82 seem to 


to identify 


havioral problems 


indicate a definite tendency 
behavioral changes with organic dysfunction. 
Furthermore, the effect of the frontal lobe as 
a control area and its relationship to behav- 
ior problems have been exhaustively studied 
and controlled, as well as the general influ- 
ence of different cortical areas in specific 
traits. There 
defective 


and nonspecific behavioral 
interaction of 
inhibitory re- 


is a complex 
functions, irritations, and 
The temporal area was 
thoroughly studied and related to behavior 
disorders,’® and, recently, abnormalities in 
the occipital region were related to aggres- 
sive behavior.’® There has been noticed in 
the psychiatric literature a tendency to cor- 
relate behavior disorders with organicity 
and to consider, more and more, that psy- 
chiatry is a_ biological 
Bradley has contributed heavily to the un- 
derstanding of organic factors which in- 
fluence child behavior problems.** 


It is really difficult to correlate one spe- 


cific cerebral area with a particular type 


of behavior, and we think that we must 
agree with Masserman and Pechtel ** that 
“the permanent effects of a cerebral lesion 
depend perhaps less on its site or even 
extent than on the personality of the pa- 
tient, his significant pretraumatic or pre- 
operative experiences.” As Halstead and 
Shure ** point out: “No specific intellectual 
process is localized in any cortical area such 
that a total loss of function invariably fol- 
lows removal of that region. However, the 
various cortical areas are of decidedly un- 
equal the mediation of 
various intellectual functions.” 
states that, even though there is no 1:1 
relationship between tissue loss and behav- 


importance for 


Eisenberg ** 


ior disorganization, “the intellectual diffi- 
culties of the brain-injured child can be 
related to the loss or malfunction of corti- 
cal tissue.” We agree with this concept 
and feel that cortical organization is essen- 
tial for adjusted behavior. When there is 
a cortical impairment, we will find a more 


primitive, disorganized type of behavior, 
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by virtue of the process that was described 
by Goldstein ** as “dedifferentiation,” and 
as an attempt of more primitive anatomical 
structures to compensate the lack of ade- 
quate cortical functioning. 

We suspect that many hyperactive chil- 
dren have a mild cortical dysfunction that 
is compensated by the  subcortical-dien- 
cephalic nuclei. We do not deny the possi- 
bility of an exclusive psychogenic acting 
out, but we consider that the child with the 
cortical difficulty will be prone to “act 
up’ ** as an expression of his neuromuscu- 
lar-emotional dynamic content. Acting may 
be an attempt to master anxiety, and the 
“motoric function of the organism is in the 
service of mastering the environment.” !” 
Action is a more primitive biological ex- 
pression than words, and in any lack of 
specific upper-controls we may expect a 
larger externalization of physical activity. 
Thus, the hyperactive child could be either 
one who “acts out” or one who “acts up” 
as his only way of controlling anxiety and 
trying to master his environment, generally 
unsuccessfully. 

We would assume that when neurological 
damage is intense, the behavioral pathology 
is severe, regardless of the type of environ- 
ment. However, with less severe and mini- 
mal brain damage, the behavioral pathology 
will vary in degree according to the distor- 
tion of the environment to be mastered by 
the child. 

Without correct diagnosis and treatment 
the child with minimal cortical defect may 
remain well “related” to people, but his 
behavior often assumes a repetitive pattern 
of trial and error, frustration, unmet needs; 
this pattern seems to his family to be stub- 
bornly, almost mechanically reproduced, 
and leads to much heartache when circular 
action the child disappoints, the 
family reacts; disappointment mounts for 


sets in 


child, siblings, and parents. 

Although we agree with Pacella ® that 
the reading of children’s EEG records is 
extremely difficult, and that different dis- 
eases or abnormal conditions involving the 
brain may produce similar electrophysio- 
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logical disturbances in the nervous tissue, 
and therefore reflect the same type of “ab- 
normal” waves, we are hopeful that certain 
patterns and rules are helping to clarify 
this still somewhat unclear diagnostic tool. 
Jasper and co-workers ** found that al- 
most 70% of the children with behavior 


problems show abnormal EI<G’s, and 
Strauss and co-workers confirm these 
findings. Laufer and Denhoff** find in 


their hyperkinetic behavior syndrome a 
greater incidence of abnormal EEG’s, and, 
resorting to  Gastaut’s photic-Metrazol 
threshold,2”) with a special technique for 
children,** they that this 
threshold is very low in the children they 
consider. Frosch and Wortis 7° also point 
out abnormal electroencephalographic  find- 
ings, and Burks’ studies '*'* emphasize the 
importance of the EEG abnormalities. 
Michaels ** finds abnormal electroenceph- 
related to 


demonstrate 


alographic tracings especially 
some neurotic traits, such as enuresis, or 
to certain kinds of antisocial behavior, such 
as fire setting. Schwade and Geiger ™ re- 
port the presence of 6- or 14-per-second 
positive spiking in 453 of 623 cases with 
severe antisocial behavior; these electro- 
encephalographic findings are considered re- 
lated to damage in the hypothalamus, 
thalamus, or amygdala. We did not find 
this particular electroencephalographic ab- 
normality in our small sample of cases. A 
review of the literature, published by 
Kennard,*? points toward a better knowledge 
of the interrelation of behavior disorder 
electroencephalographic abnormalities. 
In a recent paper, Cohn and Nardini '® 
state that the slow and complex-shaped bioc- 
cipital waves may be correlated with behav- 
ior disorder. We reviewed our cases and 
found that of the 25 positive EEG’s, 16 
showed a definite occipital abnormality, 3 
presented some abnormal occipital participa- 
tion, and only 6 were normal in the occipital 
areas. Another interesting point was that 
from the 15 EEG’s called normal we were 
able to select 8 in which some occipital ir- 
regularities were described as without clear 
pathological significance. 
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Despite our pilot study, we are still facing 
the difficulties of pointing toward a clear 
identification of organicity. As Eisenberg ** 
pointed out, though there are certain signs 
and symptoms usually found in organic im- 
pairment, they not pathognomonic. 
However, a more comprehensive combina- 


are 


tion of data permits us an approximate 
identification of the problem child with an 
organic basis. 

Doll *° said that “it is to be expected that 
new foundations for the organic basis of 
behavior might be established to fill the 
gaps and correct the errors of current 
knowledge on the old mind-body problems 
in terms of modern pediatric neurology and 
the CNS preconditions of behavioral mor- 
phology.” Sometimes an hypothesis has to 
be worked out on a more or less empirical 
basis, and then one looks for its confirma- 
tion. With the knowledge that is available 
on cortical functioning, we might assume 
that the difficulty in some behavior-problem 
children lies in their cortex. If we have an 
element that would act upon the cortex, im- 
proving or facilitating its functioning, we 
should expect an improvement in the prob- 
lem behavior. 

We believe that methylphenidate (Rita- 
lin*), a drug that pharmacologically is 
considered between the amphetamines and 
caffeine,”* has a cortical action. We sub- 
mitted 20 children to treatment for a 
period varying from one week to four and 
one-half months (until this report was 
written). Of these, 15 improved; in 2 the 
results were doubtful, and in 3 the treat- 
ment failed (one of these children developed 
an urticarial type of rash after he started 
medication that obliged us to discontinue the 
drug). The sample, unfortunately, is very 
small, and we have described the results in 
detail elsewhere.“ We consider the use of 
this drug very promising on an average dose 
of 80 to 100 mg. daily. 

There was no correlation between hyper- 
or hypokinesis and improvement, nor was 
there any correlation between the presence 

* Ritalin was kindly supplied by Ciba Pharma- 
ceutical Products, Inc., Summit, N. J. 
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or absence of an abnormal EEG and im- 


provement in response to the drug. All ages 
seem to show improvement, and no age 
seems to show any special affinity or resist- 
ance to the drug. 

The criteria we used to establish improve- 
ment were the parents’ reports, our own 
personal, periodic evaluation, and the class- 
room teacher’s report. For this purpose we 
asked teacher to fill out Burks’ 14 
Behavioral Rating Scale, gives a 
numerical appraisal in which a higher score 


the 
which 


represents a greater abnormality in behavior. 
In the 13 cases for which we were able to 
obtain a rating before and after medication, 
we obtained a mean decrease of 27.1 points 
from a previous mean of 70 points. 

Ikven though the results were not conclu- 
sive regarding diagnostic considerations, we 
feel that we are dealing with behavior prob- 
lems that may have an organic basis. The 
cortex would be the responsible site, and 
even when there is apparent absence of an 
organic component, the stimulation of the 
cortex by the drug facilitates adjustment in 
even the exclusively psychogenic cases. 

We do not deny the subcortical, hypo- 
thalamic participation, but we think that 
it occurs because of the primary cortical 
impairment. The subcortex is more primi- 
tive, and the abnormalities that are found 
related to subcortical activity might be 
interpreted as a consequence of its “‘over- 
functioning” in its tendency to compensate 
the lag of the necessary cortical action. We 
think that that is why the hyperactive 
syndrome tends to disappear with matura- 
tion,25 or why the older the child the less 
the probability of abnor- 
malities.'* In our cases we found a tendency 


finding 


for the hyperactive child with normal [1-G’s 
to be older (P=0.07). We think that we 
are dealing with a maturational process in 
which, when the child cortical 
maturation, he is able to interrelate with his 


reaches 


social environment in a more effective way. 
Very possibly, medication stimulates this 
cortical maturation. Occasionally, even 
though the psychodynamics would seem to 


present enough evidence for a_ particular 
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behavior problem, there will always remain 
the question of possible organic brain dif- 
ficulties in dealing with this distorted, ab- 
normal environment, and the inability to 
adjust to unfavorable circumstances. It is 
the same problem, in reverse, as the one that 
sender“ presents concerning the clearly 
brain-damaged child, in whose life there 
will always be sufficient emotional and social 
problems to explain his behavior from an 
apparently dynamic point of view only. 


Comment and Conclusions 


With refinement of the symptom defini- 
tions and development of a symptom list, 
a diagnosis of hyperkinetic behavior dis- 
order can feasibly be made. Symptom lists 
or behavior questionnaires should be drawn 
up in a way that teachers and parents can 
contribute evidence. 

The determination of organicity neces- 
sitates the combining of significant data 
from the psychiatrist, and from psychologi- 
cal, neurological, and electroencephalograph- 
ic tests. 

A significant number of school referrals 
to our clinic, sent as behavior problems in 
the classroom, were found to have either 
neurological or 1G abnormalities or both. 

We could not uncover any characteristic 
etiologic factors for “organicity” because of 
the unreliable nature of the perinatal, genet- 
ic, and early developmental data. 

The majority of children who received 
methylphenidate (Ritalin) showed improve- 
ment in the behavior which led to the clinic 
referral. 

Further experimentation with more de- 
fined hypotheses, and more refined test 
procedures, would be highly desirable. This 
was a pilot study, with all the pitfalls and 
compromises that the initiation of compre- 
hensive data-gathering usually entails. It 

+ Staff objections to the traumatic effect of EEG 
and neurological examinations on children were 
dissipated by the surprising degree of acceptance 
of these tests by the great majority of families; 
lack of resistance was proved by the keeping of 
appointments and the willingness to return to the 
clinic to repeat the EEG several months later, after 
the case was closed. 
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will be most helpful to try to devise more 
reliable neurological and psychological ex- 
aminations, by seeking for the critical tests 
in each field. In the psychological test area, 
for instance, future work should emphasize 
tests on a psychophysical level. Much ex- 
perimentation has concentrated on adults, 
with the consequence that reliable norms for 
children are now being sought by other 
experimenters. 

We believe that the individual should be 
considered a definite biopsychosocial entity, 
and all aspects of this entity should be 
analyzed in a_ specific problem. In_ this 
study, we dealt mainly with one aspect— 
the biological. Even in this limited approach 
to a broad perspective, the complexity of 
the material makes it virtually impossible 
to comprehend its totality. With all the 
efforts that are being made in the field of 
human behavior, we hope that there will 
eventuate a less narrow view of the intricate 
and fascinating subject of behavior prob- 
lems. 


Summary 


Forty children referred to a Child Guid- 
ance Clinic by the public school system for 
behavior disorders of different kinds have 
been studied. 
chological testing, neurological examinations, 


Psychiatric interviews, psy- 


and electroencephalograms were routine in 
this process. It was possible to identify 
a syndromic entity of hyperactivity and to 
clarify some differential elements within 
the hyperactive group. The children con- 
sidered to have possible organic disorders 
were differentiated from the ones considered 
to have possible psychogenic behavior dis- 
orders. Medication with methylphenidate 
seemed to be very useful regardless of the 
diagnostic differentiation. The child is con- 
sidered a biopsychosocial entity, but this 
paper deals mainly with the biological and 
behavioral aspects of the child, with only a 
brief analysis of some of the interacting 
forces. 

We wish to express our appreciation to the fol- 
lowing persons who contributed both time and skill 
to the development of this project: Dr. Robert 
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Mrs. Betty Hershberger, Mr. Irwin Deutscher, Dr 
Fred Fowler, Mrs. Phyllis Franklin, Mr. Wallace 
Frieson, Dr. Tom McPartland and Dr. M. E. 
Kirkpatrick. 
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Hallucinations a Troix 


N. LUKIANOWICZ, M.D., D.P.M., Bristol, England 


The term used in the title has been coined by 
analogy with folie a troix 

“Instead of disputing the facts, we must try to 
explain them. But whatever explanation we offer, 
we soon find ourselves in very deep waters indeed.” 


H. H. Price” 


Introduction 


It has long been known that “true,” or 
“ordinary,” hallucinations are very common 
not only in certain psychoses but also in 
infections, ete.; 


toxic conditions, 


yet only recently has it become clear that 


various 


some parahallucinatory phenomena, in par- 
ticular those connected with sleep (e. g., 
hypnagogic and hypnopompic imagery ) also 
occur oftener than it was generally realized. 
Many contemporary authors (Ardis and 
McKellar,? McKellar,’* McKellar and Simp- 
son,'® and others) express this view. For 
“Visual hal- 
lucinations in the form of hypnagogic and 
frequently in 


instance, Smythies **:** writes : 


eidetic imagery, occur 
norma! people.” Similarly, Dawson ® states : 
“Hallucinations occur in the sane in dreams 
and the hypnagogic state between sleeping 
and waking.” 

On the other hand, cases of hallucinatory 
experiences in nonpsychotic persons with 
a clear sensorium are rare. The cases in 
which more than one person, mentally not 
abnormal intoxicated, hal- 
lucinatory experiences of identical or very 
These ex- 


and not has 


similar content are still rarer. 
periences usually occur in times of excep- 
tional mental strain (e. g., in prisoners in 
solitary cells; during a long exposure to 
heat or cold, such as on Arctic or Antarctic 
expeditions; during an earthquake), in the 
form of collective hallucinations. 
ample, Anderson ! described the occurrence 


For ex- 
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of such hallucinations in survivors of a 
shipwreck during the last war. Otherwise, 
the collective hallucinations are most fre- 
quently met in people taking part in a 

spectacular 
In these cir- 


“spiritualistic’”” séance or at 
stage shows of “hypnotism.” 

cumstances, they are induced by suggestion 
and autosuggestion. However, such a kind 
of “parapsychological” experience is out- 
side the scope of this paper, which is solely 
concerned with a clinical study and an at- 
tempt to explain complex hallucinatory 
phenomena, involving in each case three 
members of two different These 
subjects, while not mentally ill or abnormal, 
and not under the influence of any _hal- 


families. 


lucinogenic drugs, repeatedly experienced 
certain hallucinations. 

In view of the extreme rarity of such 
occurrences, it is felt that these cases are 


worth reporting. 


Report of Cases 


Famity A.—This family Mr. A., 
a bus conductor; his 48-year-old wife, 


consists of 
aged 50, 
and their daughter, aged 21 

Mr. A. was admitted to the hospital in June, 
1957, with a history of a mild depression and 
attacks of panic. He was a pleasant, intelligent 
man, who gave the following family and personal 
His father died at the age of 73; the 
time of the patient’s illness, 
The patient was the eldest 


history : 
mother, 76, at the 
was alive and well. 
of six siblings, all married, and all with children. 
There was no history of nervous or mental ill- 
A. had a happy childhood and 
He was a good 
student and a good sportsman, and belonged to his 
“school eleven.”” He had a colorful work record: 
At first he was a cook, then a call-boy in a 
theater in London, later a printer, still later an 
Air Ministry clerk, and during the war a clerk 
in the R. A. F. (Royal Air Force). For two 
years after his premature demobilization, caused 
duodenal ulcer, he was a military supply 
In 1946 he took the job of a bus con- 


ness in the family. 
did not show any neurotic trends, 


by a 
agent. 


} 
wae 
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ductor in Bristol and had held it ever since. He 
lived in a Council flat, on the first floor of a large 
modern block. The A.’s were “a happy and united 
family.” The patient described himself as a good 
mixer and a sociable man. He smoked and drank 
very moderately. 

Twelve months prior to this report A.’s father 
died of a coronary thrombosis, a few minutes after 
the patient arrived at his bedside. A., being the 
eldest son, had helped his father in bringing up 
the large family, and stated: “I rightly expected 
from him some recognition, and a nice sum in his 
will, for all I have done for everybody.” How- 
ever, the father left everything, including his 
house, to his youngest son. “This youngest brother 
of mine had been always the black sheep of the 
family. He repeatedly brought disgrace upon us. 
But my father loved him most of all, and now left 
all his estate (he was a bookmaker, and lately 
quite a rich man) and cash to him. It wasn’t fair. 
I felt very annoyed, frustrated, and disappointed ; 
I even wanted to invalidate my father’s will, but 
my solicitor advised me not to try.” 

Soon after his father’s death the patient be- 
came depressed and developed an obsessional fear 
that he was going to drop dead any minute. It 
is clear that A. hated his youngest brother and 
also that he had harbored very ambiguous feel- 
ings toward his father for a long time. These 
soon turned into open hatred and death wishes, 
which A. was trying to suppress. After his 
father’s death this hate became introjected and 
the patient became depressed. He also developed 
feelings of guilt for having caused his parent’s 
death by his sinful secret death wishes. 

Yet A. stated that his “real trouble” was not his 
depression but some “unusual, and rather frighten- 
ing, occurrences,” which he had experienced since 
the old man’s death. On my request to describe 
them, he produced an elaborate “biography,” run- 
ning to some length and going into many details. 
A few brief excerpts from it, dealing with the 
patient’s haptic hallucinations, are now quoted. 

“About three months after my father’s death, 
one morning, when I was on ‘early shift,’ I went 
as usual to the kitchen to make a cup of tea 
and to shave, before having my breakfast. I was 
alone in the kitchen, when all of a sudden J felt 
somebody's hand resting on my left shoulder. . . . 
I knew at once who it was. It was my father, 
for he always liked to put his hand on my shoulder 
when talking earnestly to me. I turned around, 
but there was no one in the room.” This expe- 
rience frightened A. However, after a while he 
calmed down and did not mention it to his wife. 
He was “trying to forget all about it.” 

“One afternoon, about three months later, | 
came back home earlier than usual. My wife and 
daughter were both out. I didn’t mind. I had a 
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cup of tea, and then began to read a book. I 
was sitting in the right corner of our settee, when 
suddenly I felt as if somebody sat down beside 
me. I became afraid, but tried not to show it and 
continued reading. ... Then J felt. . . somebody's 
hand resting softly on my left shoulder. . . . My 
heart jumped into my throat. I was too afraid to 
turn round. I eventually did; but . . . there was 
no one beside me, and the touch on my arm at 
once ceased.” 

On this occasion A. was really frightened, and 
when his wife came home, he told her of his 
strange experience. However, after a long con- 
sideration, they both came to the conclusion that 
it was a “delayed shock” after his father’s death, 
and that he must have been “imagining things.” 
Later, he again tried hard to forget all about it, 
and this, he believed, he eventually succeeded in 
doing. 

Another three or four months passed after this 
incident. One late afternoon Mr. A. was playing 
the piano in the sitting room, and his wife was 
ironing some washing in the kitchen. He says: 
“All of a sudden I had the impression that I felt 
somebody’s presence in the room, and presently . . . 
somebody rested his hand on my left shoulder 
I turned round sharply, but I saw no 
.. was 


one in the room. Then I went to pieces. . 
trembling, and my head was shaking. I called my 
wife. She made me a cup of tea and then sent 
for our doctor. He gave me some drugs, which 
made me sleepy, and then he put me on the panel” 
(i. e. on the sick list). A fortnight later, since 
A.’s anxiety and depression did not subside, he 
was admitted to the hospital. 

His mental state on admission has already been 
briefly mentioned. Physically, apart from a coarse 
tremor of his head (of a functional character), 
there was no abnormality of any of his systems, 


and the laboratory investigations were either 
normal or negative. Psychometric tests (i. e., 
Rorschach, TAT, MMPI, etc.) were noncon- 


tributory. 

The patient was treated by psychotherapy alone 
and made a complete recovery. He was discharged 
after five weeks, and during the follow-up period, 
of over 18 months, he remained well, and never 
again experienced any unusual “visitations.” 

Two excerpts from the written report of Mrs. 
A. follow. The first of them is about a collective 
auditory experience. “In January, 1940, we were 
disturbed from our sleep to hear three knocks on 
the door. We said together, ‘Come in,’ to realize, 
as we said it, that we were in bed. My husband 
got out of bed and went to see who was there. 
There was no one. We could not understand it, 
as the doors and windows all over the house were 
still locked. It has remained a mystery until this 
day.” (The supplementary information from both 


107/323 


: 
dle 
‘ 
= 
i 
= 


A. M. A. ARCHIVES OF GENERAL PSYCHIATRY 


indicated that the above incident 


Mr. and Mrs. A. 
occurred on the first morning after they moved 
into a new house. They both stated: “To the best 
of our knowledge, this house was not known to be 
haunted; nobody had died in it, and it was built 
only three years before the War. We never had 
a similar happening in this house again, although 
we lived there for six more years.”) 

The second report deals with her personal visual 
experience. “It early one morning, when | 
awoke and saw my husband sitting at the foot of 


was 


the bed with his head in his hands. He looked pale 
and ill. | ‘Don't When 
he didn’t answer, I put out my hand to touch him, 
and, to my amazement, he was not there. When | 
the shock of it, I found he was 
Then I thought no more 


said: you feel well?’ 


recovered from 
sound asleep by my side 
about it.” (This experience took place in their 
present flat, in 1948, a 
patient went to hospital for the operation on his 


short time before the 


duodenal ulcer. In spite of her assurance that she 
“thought no more about it,” Mrs. A. was, in fact, 
for a long while impressed by the “premonitory” 
character of her “vision,” which shows some re- 
experiences of 


semblance to the “premonitory” 


Mr. B.) 

Finally, here is the written report of Miss A. on 
her auditory experience, which took place about 
six months before her father’s admission to hos- 
pital: “Late 
sitting room, when | heard a key being put in the 


one evening I was sitting in the 
front-door lock, the door was opened and closed, 
footsteps came up the stairs to the kitchen door, 
the door was then opened, the light switched on, 
and the door closed. ‘Dad's 
She then got up and went out to 


‘You're 


I said to my mother: 
just come in.’ 
the kitchen, 

hearing things, Shirley 


back in, she said: 


Coming 
No one is out there.’ | 
got up and went out to see, and there was no one.” 
(As an after-thought, she writes: “However, I 
will point out, in Council Flats sounds do travel 
most clearly, and do, at times, seem to come from 
one’s own home.” It seems that this last sentence 
was added only in order to show how sophisticated 
and enlightened Miss A. was, and to exclude any 
suspicion that she was superstitious and “believed 
in ghosts.”’) 

FAMILY B.—This paper deals only with Mr. B., 


I. B., 


aged 32, single, a clerk, and his two sisters: 
aged 34, also single, a shorthand typist, who shares 
a Council house with him; and V. B., who 1s 38, 
married, with two children, and lives about 300 
yards down the same street. 

Mr. B. was admitted to hospital, in March, 1958, 
“swim- 


His 


symptoms developed in January, 1957, shortly after 


because of a continual feeling of fatigue, a 
ming head,” and a fear of meeting people. 
his mother died. Soon his condition became so bad 


that he “could not face anybody at all.” Conse- 
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quently, he stayed at home and had not been 
working for the last thirteen months. At the same 
time, his chronic duodenal became ex- 
acerbated, and in February, 1957, B. had to undergo 
Prior to his operation the 


ulcer 


a partial gastrectomy. 
patient became extremely depressed, wished to be 
dead, and frequently thought of suicide. However, 
this suicidal preoccupation passed spontaneously 
shortly after his operation. 

Family History—His father died at 52, of “a 
heart attack,” when the patient was 14. The mother 
died in January, 1957, aged 72. She suffered from 
an inoperable carcinoma of the stomach and of 
senile dementia, but died of “a cerebral thrombosis” 
(secondary?). She was nursed at home by the 
patient, his unmarried sister J., and the married 
sister, V., who would often drop in to “give a 
hand.” The patient is the youngest of the family 
of five, and the sole male sibling. Only he and 
J. remained unmarried; three other sisters are 
married, have children, and live away. Except for 
his mother’s dementia, there is no history of a 
mental illness in the family. 

Personal History —B. was a shy, timid child, a 
poor mixer, never interested in sports, although a 
good scholar. He never had any close friends. In 
his teens he had had one or two girl friends for 
a short period, but without a real attachment. He 
started his heterosexual activity late, and it was 
only sporadic, He never went to dances, and de- 
scribed himself as being always “nervous, panicky, 
insecure, self-conscious, and wanting in confidence.” 
His hobbies were restricted and passive: record 
playing and photography. He did not smoke, and 
drank very little. 

Medical History—He had had the common child- 
hood illnesses. At 8 years he had diphtheria, with- 
out sequelae; at 11 left retina 
(allegedly due to tuberculosis), resulting in complete 
loss of sight in the left eye, with a consequent 
squint, the necessity of wearing corrective glasses, 
and, as a result of all this, a severe inferiority 
complex. When called up, B. developed a spas- 
modic tachycardia, for which he was investigated 
in a military hospital, and finally rejected as unfit 
Since 1955 he had complained 
ulcer, the 


prolapse of the 


for active service. 
suggesting a duodenal 
which was confirmed by a_ barium 


of symptoms 
presence of 
meal and operation performed two years later. 
History of Hallucinations.—Here are some ex- 
cerpts from his “History of My Life and My 
Visions,” which he wrote down on our request. 
The first excerpt describes his hypnagogic experi- 
ences in childhood; the second deals with some 
anticipatory phenomena, which may be classified 
as a “precognition” (McKellar); the third re- 
ports the visual and auditory hallucinations, in- 


volving his deceased mother. 
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1. “As a child, I used to see evil and frighten- 
ing faces in the dark. I would see them mostly 
when just falling asleep. Often I was so fright- 
ened that I lay wide awake for hours, with my 
eyes open, seeing these red and yellow faces lurk- 
ing in all corners. I was too afraid to call out.” 

2. “Once, during the German bombardment of 
the town, when may parents wanted to go down 
to our shelter in the garden, something ‘told’ me 
not to go. I begged my family to keep away from 
it, and became quite hysterical. ... The very next 
minute our shelter received a straight hit by a 
bomb, which completely destroyed it. Afterward 
from excitement.” time 
later, shortly after his father’s death, a similar 
incident took place, on this occasion involving a 
public shelter: “One day, on our way home, I 
was caught, together with my mother, by flying 
bombs. We were rushed into a public shelter by 
police. At first I stood with a group of people in 
the center of the shelter, when, again, something 
told me to get away from this place. I did, and 
moved to the entrance of the shelter. I asked the 
others to follow me; but they only laughed, and 
nobody moved but my mother. After a few sec- 
onds a bomb hit the center of the shelter, and only 
1 and my mother, and a few people who stayed 
near the entrance, remained alive.” (Both stories 
were confirmed by the patient’s two sisters. ) 


everybody cried 


3. “Since my mother died, her apparition comes 
usually twice a week through the closed door of 
my bedroom and stops at the foot of my bed. 
She stands there for a while and stares at me. I 
always have the impression that she wants to tell 
me something but can’t. Her dress is colorless 
and The patient is 
afraid to see her that he hides his head under the 
pillow or under the blanket till she disappears. B. 
claimed that his sister, J., who sleeps in the next 
bedroom, told him on the day of his admission 
that she had identical “visitations” of their mother. 
(Her written report is quoted below.) 


indescribable.” always so 


4. Both siblings also experienced auditory hallu- 
When _ they downstairs in the 
dining room, having their breakfast, they often 
“heard” their “mother’s voice calling from the 
landing.” (When still alive, she was in the habit 
of getting out of bed, going to the landing, and 
calling one or the other of them.) His comment 
is interesting: “I hear my name being called by 
my mother; but my sister, at the same time, hears 
her name being called out... . Sometimes we also 
can hear her footsteps in the rooms upstairs, or on 
the stairs.” (Both siblings halfheartedly believed 
in the reality of their sensory experiences, al- 
though Mr. B. was anxious to “have a different, 
more sober, explanation” of their nature.) 

J. B’s Report—Here follow some excerpts from 
the written report of Miss J. B.: “I have never, 


cinations: were 
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at any time, seen my mother during the daytime 
But I have heard her footsteps and felt that she 
was near. At night I have seen her in my room, 
standing near my bed, or near the fireplace. She 
has also appeared to walk through the locked door. 
Sometimes she was crying, sometimes calling my 
name. Once she looked as though she was hang- 
ing from something invisible. Her neck was 
twisted. Except on one occasion, she was 
dressed in a long white gown, as I saw her after 
death. I have not seen her feet; she seemed to 


just move along. . . . These visions have occurred 


. . | would say a short time before 
sleep, perhaps 10 minutes. I cannot say exactly; 
I only know that I have felt drowsy. Upon 
waking I have seen her, standing at my bed, just 
looking at me. Always ,I have tried to keep her 
out of my room, trying'to push her away. But | 
have not felt anything to touch... . I have wakened 
and felt her gripping my arm; and, though I could 
not see her, I have felt her presence. Some- 
times I have actually got out of bed, but other 
times I have been afraid to move. I have also 
felt her sitting on my bed... . The last time I saw 
her, she was dressed in a red dress, which she 
often wore in life. I still did not see her feet 
She looked happy, and I spoke to her. I asked her 
where she was, and if she was happy. She as- 
sured me that she was very happy, nodding her 
head, and saying ‘yes.’ She looked happy and 
peaceful. This time I was not afraid, and I tried 
to keep her with me. But she disappeared through 
the window. Since then I have not seen her 
It was on the night before my brother went to the 
hospital. But J still hear her calling to me. Also, | 
feel that at times she is in my room. But I never 
see her now.” (Miss B. sleeps in the same bed- 
room in which her mother spent her last months, 


before sleep. . 


and where she actually died.) 

V. B’s Report—V. B., the 
sister, gave a similar history in a personal com- 
munication. Her answers were written down at 
the time of the interview, and are quoted here 
verbatim, without any alterations: “It’s funny you 
should have asked me this question. In fact, / 
have seen my mother very often, but I wouldn't 
tell anybody but my husband. But he just laughed 
and said, ‘Rubbish.’ But I saw her many times, 
usually just when I was falling asleep. She would 
come in, right through the panels in the door, and 
then would stop at my bed and gaze. I got 
frightened, and had hidden my head under the 
pillow, and kept it there, till she went. . . . And 
do you know, what’s the funniest part of it? 
That I could see her with my eyes closed. Twice 
I waked up my husband, but he is no use. He 
never could see her, though she was there, just 
at the foot of the bed, staring at me. Then Frank 
(i. e., her husband) said that I was just as mad 
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as my poor mother was, and the next minute he 
snored again. I was quite disgusted. ... Men... 
No, sir, I never told 
my brother and my didn’t want to 
frighten them. You see, they live in the same 
house, where she died, and it may be awkward 
And you know how it is with these 
It is not so easy to get 


quite useless they are. 
sister. | 


for them. 
Council houses nowadays. 
another one, if you already have one. The ‘hous- 
ing people’ (i. e., the officials of the housing de- 
just 
And you say they had seen her, 
Funny thing, they never mentioned. I think 
they were afraid. I don't them, I was 
And the funniest that it all 
should have stopped so suddenly, once my brother 


partment at the city and county Council) 
don’t care. 
too? 
blame 
afraid, too. thing 


went to the hospital. I have never seen her 


since... . Yes, J also heard her sometimes, calling 
me from upstairs, when there was no one there... . 
No, Frank never heard. Neither the children. It’s 
perhaps only in the near family that you see 
and hear like that. . . . No, | don’t think I should 
tell them (1. e. her brother and her sister). 1 
don’t want to upset them.” (Here is her answer 
to the question whether she had ever experienced 
“No, sir, I 


never did; but my brother did, and he was right 


hypnagogic visions in her childhood.) 


frightened. . .. Poor kid. .. . Neither did my sister. 
Only my brother did. 
strung. 


He was always very highly 
Too nervous even to get married, I sup- 
pose. I never was.” 


Comment 
The Phenomenology 
Phenomenologically and etiologically, the 
experiences of our subjects show a close 
affinity to the following phenomena: appari- 


tions, hallucinations, autoscopy, imaginary 


companions, eidetic images, nightmares, 
night terrors, sleep hallucinosis, hypnagogic 
imagery, hypnopompic imagery, visual hal- 
lucinations in temporal lobe lesions, 
artificially produced hallucinations, toxic hal- 
lucinations, pictorial thinking, etc. It may be 
interesting to survey some of them and to 
compare them with the hallucinations of our 
group. 

1. The visual experiences of our subjects 
were most intimately related to apparitions 
( Tyrrell,**6 Rhine,?°*! Soal **). In partic- 
ular, the visual hallucinations of all three 
members of family B., as well as the visual 
experience of Mrs. A., may be rightly 
qualified as “apparitions,” which in our 
opinion are nothing else but mental images 
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projected into the visual space and then 
“seen,” with hallucinatory intensity and 
clearness. The subjects experiencing them 
usually show a complete lack of “insight” 
and firmly believe in the reality of their 
perceptions. (Of our patients, only Miss 
J. B. did not express any doubts as to tke 
material reality of her experiences.) Yet, 
in spite of this very close relationship, 
nothing would be gained by applying this 
“parapsychological” term to the phenomena 
under discussion, and neither their etiology 
nor their phenomenology would be any 
clearer or better understood. 

2. Hallucinations (i. e., “true,’ 
nary’ hallucinations) are sensory percep- 
tions, projected from within the individual 
into the external perceptual space, but not 


or “ordi- 


caused by external stimulation. Henderson 
and Gillespie*® give a similar definition: 
“Hallucinations are mental impressions of 
sensory vividness occurring without exter- 
Ewen ® sees in a hallu- 
without sensory 
foundation in the environment.” The dif- 
ference between the phenomena experienced 


nal stimulation.” 


cination “a perception 


by our subjects and “true,” or “ordinary” 
hallucinations is probably more quantitative 
than qualitative. The “genuine” hallucina- 
tions perhaps appear vivider and more 
“real” to their subject, who consequently 
believes in their authenticity. Our patients, 
on the contrary, almost all showed a greater 
or a less degree of “insight” into the unreal 
character of their experiences (in partic- 
ular, all three members of Family A. al- 
ways their disbelief). this 
respect their insight resembles the peculiar 


stressed 


insight met in such parahallucinatory phe- 
nomena as autoscopy and imaginary com- 
panions. 

3. In autoscopy the subject has a com- 
plex, multisensorial experience of his own 
“self” the visual space 
(Lukianowicz '*). In most cases, as the 
name itself implies, the experience is of 
a visual nature, but although the individual 
“sees” himself with hallucinatory clearness 
and vividness, he retains a peculiar insight 
into the unreal character of his experience. 
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4. The same holds true of imaginary 
companions (Bender and Vogel*), which 
are mental images, of compensatory mech- 
anism and of wish-fulfilling origin, pro- 
jected into the visual space by children 
who are rejected by their parents and de- 
prived of love and affection. Here the 
children in question always retain a “pri- 
vate” notion that their “companions” are 
merely the wish-fulfilling product of their 
phantasy, and are only of a “make-believe” 
quality. 

5. The eidetic images are exteriorized 
and then sensorially perceived, mental im- 
ages, very closely related to, though not 
identical with, after-images and memory 
images. Although they may be of the same 
vividness as the visual perceptions of our 
patients, they seem to be very unstable and 
very airy, with a pronounced tendency to 
disappear on the slightest interference of 
the subject’s conscious “will.” On the con- 
trary, the phenomena at present under re- 
view are more stable, are “autonomous,” 
independent of the subject’s will, and very 
persistent (particularly in the case of Miss 
J. B., who sometimes would even get out 
of bed and try forcibly to push the hallu- 
cinated image of her mother out of her 
room). Moreover, eidetic images are never 
shared by two or more people. They are 
restricted to one particular individual, who 
usually had them in a more pronounced 
form as a child and preserved the faculty 
’ them into his adulthood. (For 
example, Galton* mentioned such a case.) 


of “seeing’ 


In our patients one particular hallucination 
(the knocking at the door) was experi- 
enced simultaneously by all three members 
of Family A. 

6. The time of the occurrence of the 
hallucinatory experiences in some of our 
subjects (e. g., all three members of Fam- 
ily B.) makes them related to night terrors, 
which, however, “are almost confined to 
childhood” (Henderson and_ Gillespie ®). 
From the latter, the subject “does not 
awake spontaneously and in the morning 
has rarely any recollection of the occur- 
rence.” 


Lukianowicz 


7. The akin “nightmares can be experi- 
enced at any age” (Mayer-Gross, Slater, 
and Roth’), and they usually waken the 
patient. Once wide-awake, he realizes their 
unreal character and “calms down quickly 
from his fear.” ® Neither of these phenom- 
ena, which are “two forms of reaction to 
fear in sleep” (Mayer-Gross et al.) is in 
fact identical with the experiences of our 
patients. The terrifying character of com- 
plex visual and auditory perceptions of 
Miss J. B. closely resembles the picture of 
the following phenomenon. 

8. Sleep hallucinosis, described by Brain.‘ 
His patient, a young commercial traveler, 
when falling asleep, experienced complex 
terrifying hallucinations and fought his 
hallucinated enemies away, with great energy 
(as Miss B. tried “to push away” the hal- 
lucinated image of her dead mother). 

9. Hypnagogic imagery is defined by 
Warren *? as “imagery of any sense modal- 
ity, frequently of almost hallucinatory char- 
acter, which is experienced in the drowsy 
state preceding deep sleep.” It is believed 
to be much commoner than is generally 
thought (Ardis and McKellar; McKellar; 
Leaning, and others). For instance, over 
63% of an experimental group of 182 
students reported hypnagogic imagery; of 
them, about 48% experienced auditory per- 
ceptions; about 40%, visual, and about 8%, 
kinesthetic (McKellar). Mr. B. alleged 
that he was subject to hypnagogic imagery 
in his childhood: He saw “evil faces’’ star- 
ing at him from dark corners just before 
he fell asleep. Similarly, now, he “sees” 
the image of his mother only in the drowsy 
state preceding the onset of sleep, and his 
present experiences closely resemble hyp- 
nagogic imagery. The time when Miss B. 
experienced her visual hallucinations (i. e., 
“These visions have occurred . . . a short 
time before sleep”) very strongly suggests 
that the majority of them were also of a 
hypnagogic nature. 

10. On the other hand, some of them 
were hypnopompic images (e. g., “Upon 
waking | have seen her standing at my 
bed”). Also of hypnopompic character 
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were the visual experiences of Mrs. A. 
(e. g., “When I awoke and saw . . . my hus- 
band sitting at the foot of the bed”). Yet 
there are also certain points of difference 
between the hallucinations of some of our 
subjects and a pure form of hypnagogic 
imagery. The latter very vivid and 
‘a microscopic clearness of detail” 


are 
show 
(Leaning they display a “variety of 
brilliant hues which surpass those of ordi- 
nary experience” (Ardis and McKellar’), 
and they “are experienced more often with 
closed than with opened eyes,” ? as in the 
case of V. B., the married sister of Mr. B. 
Our patient B., on the contrary, saw the 
“vision” of his vague 
way, without any details and without hues 
(“Her dress is colorless and indescribable” ). 
Thus, in spite of many similarities and 
resemblances, not all experiences of our 
with hypnagogic 


dead mother in a 


subjects were identical 
imagery. 

11. Artificial hallucinations, for example, 
induced by the intake of mescaline, hashish, 
TMA, ololiuqui, etc. (Maclay and Gutt- 
mann 13; Peretz 18; Osmond '*; Smythies), 
usually have a more distorted, changeable, 
unreal, and phantastic character than have 
the experiences of our subjects. 

12. Toxic hallucinations (e. g., 
some infectious diseases, in delirium tre- 
mens, in chronic intoxication with cocaine, 
more unreal character, 


met in 


etc.) have also a 
and often one characteristic for a given 
hallucinogen (for instance, “the white ele- 
phant” in cocaine intoxication). They 
further show a tendency to diminutive 
distortions, e. g., Lilliputian hallucinations 
(Goldin ®), such as little animals crawling 
under the skin in haptic hallucinations, 
caused by some chronic intoxications. The 
hallucinatory phenomena experienced by 
our subjects were all undistorted and life- 
sized, and they might easily have passed for 
reality, as far as their shape, size, color, 
and place of occurrence is concerned (e. g., 
the figure of her husband sitting on the 
edge of the bed “seen” by Mrs. A.; the 
alleged footsteps of her father, and various 
sounds caused by his activity (unlocking 
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the door, switching the light, etc.) “heard” 
by Miss A.; all hallucinations of Family 
13. 
phenomenon, a very vivid visual one, or 
pictorial thinking, met occasionally in some 


Another related parahallucinatory 


obsessional conditions, also shows a certain 
similarity with the phenomena experienced 
by some of our patients, though it is rather 
a permanent peculiarity in a given patient, 
usually afflicting his whole thinking, at all 
times and in all circumstances. 

14. Visual hallucinations in temporal lobe 
lesions, although sometimes highly organ- 
ized and elaborate, usually do not show 
complexity such photographic 
likeness of a certain person as did the 
hallucinations in our subjects. Further, the 
hallucinated objects are very often diminu- 
tive in size, are grotesque, brightly colored, 
and multiple (Horrax ™), and are usually 
accompanied, or introduced, by feelings of 
unreality and by some definite neurological 
signs, as well as by certain characteristic 
changes in the electroencephalogram, indi- 
cating their organic etiology and the site of 
their origin. The sensory experiences in 
our subjects did not manifest any of these 
features. 


such and 


The Psychodynamics 


Family A.—The auditory experience of 
“knocking” on the door was shared by all 
members of Family A. It woke them up 
from their sleep, and was undoubtedly of 
a hypnopompic nature. The same applies 
to the visual experience of Mrs. A., who 
“saw” her husband sitting at the foot of the 
bed, when she woke up from her sleep 
(cf. McKellar’s story of an elderly woman 
who awoke during the night and on open- 
ing her eyes, saw her darkened bedroom 
“full of angels” 78), 

The second haptic hallucination of Mr. 
A. might have also been connected with 
sleep, though in a different way: He was 
sitting on the settee, reading a book, and 
the possibility that he dropped asleep for 
a second or two cannot be excluded. If so, 
this experience could be regarded as hyp- 
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nagogic. [Exactly the same may be said 
about the auditory experience of Miss A.: 
She was sitting in an easy chair, reading 
a book; her mother was sewing or darning. 
Neither of them spoke. A monotonous, 
sleep-inducing silence prevailed in the room, 
and it is quite possible that Miss A. fell 
asleep for a moment, and then, in her pre- 
hypnotic drowsiness “heard” her father 
coming back, unlocking the door, ete. In 
this case, her experience would also have 
been hypnagogic. 

The remaining two haptic experiences of 
Mr. A. apparently did not have any rela- 
tionship to sleep: They occurred when he 
was wide-awake and was performing cer- 
tain actions requiring some skill and con- 
centration; he was shaving himself with 
an open razor on one occasion and was 
playing the piano on the other. So these 
two hallucinations require a different ex- 
planation. They may, perhaps, be inter- 
preted as the fulfillment of an anxious 
expectation. There is little doubt that A. 
hated his father and entertained death 
wishes against him. Therefore, when the 
old man suddenly died, A. held himself 
responsible for his death (according to a 
childish belief in the omnipotence of a 
“magic” wish or word) and_ expected 
“punishment” for his “crime.’”” Such inter- 
pretation would also explain A.’s obses- 
sional, and apparently irrational, fear that 
he might “suddenly drop dead,” as his 
father did (cf. “eye for eye, tooth for 
tooth,” in the Old Testament). A. prob- 
ably expected this “punishment” from the 
hand of his deceased father, and the hallu- 
cinated “hand” resting on his shoulder may 
symbolize the warning of the approaching 
revenge. Moreover, the whole experience 
may also be regarded as a kind of an old 
“conditioned reflex,” now reactivated by 
fear: Whenever A. had “done something 
wrong,” he experienced inevitably his 
father’s threatening or “punishing” hand 
on his shoulder. Now, greater 
“wrong” could he have done than to harbor 
death wishes against his own father, the 
wishes which eventually “killed” his poor 
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parent? Hence A. quite logically expected, 
and finally hallucinated, his father’s “pun- 
ishing” hand resting on his shoulder again. 

Family B.—There was a striking simi- 
larity and uniformity in the hallucinatory 
experiences of Family B. This is not sur- 
prising, since, being siblings, they repre- 
more homogeneous group than 
l‘amily A. In all three members of the 
B. family the visual hallucinations were al- 
most identical as far as the time, place, 
shape, color, and behavior of the halluci- 
nated image are concerned. There can be 
hardly any doubt that these visual phe- 
nomena were of a hypnagogic nature, since 
all three siblings “saw” their “mother” in 
the drowsy prehypnotic state. Miss J. B. 
was the only one among them to “see” the 
image of her mother also on waking up 
(“Upon waking I have seen her’); it 
means that these hallucinations were of a 
hypnopompic character, as were many of 
her haptic (“I felt her gripping my arm”), 
and some of her auditory hallucinations 
(“Sometimes she was crying, sometimes 
calling my name’’). 

The psychodynamics of the daytime audi- 
tory hallucinations of the B.’s may have 
been similar to those of Mr. A.: Old Mrs. 
B., apart from being physically very sick, 
was also suffering from a mental illness, 
and must have often been extremely trying 
and difficult to look after and to care for. 
Hence her children (but only those of them 
who actually nursed her) could not help 
developing some repressed hostility and 
death wishes (on the lines that “it all would 
soon come to an end’). They knew quite 
well that she was suffering from an inoper- 
able carcinoma, and their death wishes for 
her might have had even a certain amount 
of “moral justification”: She was obviously 
suffering, and they only wished that the 
death might bring ‘a deliverance” to her 
from her misery. Nevertheless, when she 
died, they all felt guilty and responsible for 
her death. Mr. B., the youngest, and emo- 
tionally the least mature and least stable 
member of the family, even developed a 
severe depression with suicidal thoughts. 
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He probably interpreted his abdominal 
operation as symbolizing a ‘well-deserved 
punishment” (an attenuated form of death 
from a “punishing” surgeon’s knife), and 
the enacted phantasy of penitence, sacrifice, 
purification, and rebirth probably saved him 
from a real suicide. 

Yet it is reasonable to assume that not 
only Mr. Bb. but both were 
expecting a punishment for their matricidal 
was expecting punish- 


also sisters 
wishes (just as A. 
ment for the death wishes against his de- 
father). Thus the image of their 
dead mother became kernel of their 
secret fears, and the menacing content (a 
their hypnagogic 


ceased 
the 


real 
visual and haptic imagery. The same may 
be said of their daytime auditory hallucina- 
tions: As them felt 
guilty for the death of their mother, each 
at first expected (and later hallucinated) 


“nightmare’) of 


each of personally 


her voice calling his own name. 
The almost stereotypical uniformity of 
ex- 


their hallucinations further be 


plained by the basic similarity in the psy- 


may 


chological make-up of all three siblings: 
They all showed a mild schizoid type of 


personality. 


Summary and Conclusions 

The history of complex hallucinatory ex- 
periences, affecting in each case three mem- 
bers of two different families, is sketched. 

An attempt was made to elucidate the 
phenomenology and the psychodynamics of 
these phenomena. 

The majority of the hallucinations were 
regarded as being of cither a hypnagogic 
or a hypnopompic character. 

Some, however, were probably phenom- 


enologically identical with “ordinary,” or 


“genuine” hallucinations, met in various 
psychiatric and other (e. g., toxic, ete.) 
conditions. 

In both families the central theme of 
these phenomena was the figure of a 
deceased parent, for whose death their 


respective children held themselves respon- 


sible. 
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It was assumed that these experiences 
were precipitated by fear and an anxious 
expectation of punishment on the part of the 
“guilty” of an imaginary patricide (respec- 
tively matricide) subjects. 

No. 2, The Cottage. 
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Transsexualism 
Report of a Case 


GORDON NORTHRUP, M.D., San Francisco 


The case of male transvestism to be re- 
ported has special interest because of the 
numerous biochemical and _ physiological 
tests to be reported and the patient’s atypi- 
cal social adjustment. Apparently he suc- 
ceeded in convincing his many casual sexual 
partners and also his so-called husband that 
he was a woman both physically and psy- 
chically. 

Male transvestism, or cross dressing, is 
a symptom ranging in intensity from the 
common occasional inclination to dress as 
a woman to a rare condition in which the 
patient may prefer suicide to living as a 
man. Many writers consider the particu- 
larly intense transvestite urge as part of 
a symptom complex which is distinct from 
homosexuality, fetishism, and the other 
perversions. In this disorder the patient 
feels he must be transformed into a woman 
in every respect because his soul is already 
feminine, regardless of a male body. When 
taken for a man, he is anxious and de- 
pressed; but when his name, dress, occu- 
pation, and social life are feminine, he 
feels relaxed and fulfilled. Physical sex- 
uality is in general distasteful, and he may 
want to be castrated, or may attempt to 
castrate himself. 

This symptom complex was not specially 
defined by Hirschfeld, who originated the 
term transvestism,’* or by Havelock Ellis, 
who coined the term of eonism.* The com- 
plex is distinguished by Hamburger and 
co-writers as “genuine _ transvestism,” 
“psychic hermaphroditism,” 
ism” *; and by Benjamin,®* Gutheil,’ and 
Cauldwell® under the term “transsexual- 


and ‘“‘eon- 


ism.” 
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In the transsexual form of transvestism 
the etiology is of unusual interest. It is in 
these patients that constitutional (generally 
endocrine) factors are felt to be most clear; 
these patients’ identification with the oppo- 
rise to the terms 
hermaphroditism, 


site sex has 
transsexualism, psychic 
metatropism, and “intersexuality of the 
highest degree,” ® the latter term reflecting 


“intersexuality.” 


given 


a possible chromosomal 
No evidence showing somatic femininity in 
transsexualists, including chromo- 
somal sex studies, has yet been sustained 7; 
nevertheless, the majority of specialists in 
this field have felt that there were organic 
causes, 

The patient to be described differs from 
a typical transsexualist in his promiscuity 
and in the extent to which he led others to 
respond to his transvestism. I shall suggest 
that both the transsexualism and the pro- 
miscuity are in part techniques of social 
advancement for this patient, and that he 
would have a somatic delusion if he were 
not able to provoke an appropriate response 
in interpersonal situations, 


Report of Case 


Mary had for two years unsuccessfully sought 
an orchidectomy in Denmark, and the 
United States. In 1956 a surgeon working with a 
court, but not connected with the Langley Porter 
Clinic, agreed to castrate the patient if he would 


England, 


participate in a castration research program. This 
patient was one of a small number referred by the 
judge to Dr. Karl Bowman, at the Langley Porter 
Clinic, for a sex research study of castration. The 
a precastration 
study, which included a medical and_ psychiatric 
examination. I should have preferred a trial of 
psychotherapy, but the patient firmly refused, say- 
ing he had no psychiatric complaints, and had come 
to the Clinic only to cooperate with the surgeon. 


patient was assigned to me for 
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TRANSSEXUALISM 


The patient’s attitude was understandable: Mary 
successfully passed as a woman. On first meeting, 
one saw a strong young woman of medium stature, 
with modish hair dress, make-up, nail polish on 
long nails, and a wedding ring. I was told that 
when Mary first came to register at the Clinic, he 
was slightly overdressed. When I saw him soon 
afterward, this fault had already been corrected, 
and the social cues identified Mary as a somewhat 
artistic, but otherwise conventional, middle-class 
woman, dressed appropriately for a visit to the 
doctor. Many professional persons at the Clinic, 
even those who knew Mary was a man, found 
themselves in casual contacts treating him as a 
woman. His accent and foreign sentence structure 
were the only obvious remnants from a childhood 
in a lower caste and another culture. 

Mary came from a family tainted with neuro- 
psychiatric disorders. One cousin, a transvestite, 
had hanged himself. An aunt is psychotic. His 
mother, two aunts, and one sister had what is 
probably a heredodegenerative disease, though the 
patient could not give an adequate history, and no 
medical diagnoses were made. He related that his 
mother at age 28 noted the onset of patchy anes- 
thesia and difficulty in walking. She could barely 
walk at age 58, when she died, apparently of carci- 
noma of the breast with lymphangitic spread over 
the anterior chest wall. One aunt with the 
disorder is said to be still gardening by dragging 
herself along by her hands. The patient specifically 
denied the presence on his mother of cutaneous 
lesions like those of leprosy, and could give too 
few details to establish a diagnosis of amyotrophic 
lateral sclerosis. 

The patient’s mother, a devout Roman Catholic, 
was a member of the native upper class in a 
United States protectorate in the Pacific. She was 
superstitious and afraid of doctors. Mary re- 
marked a propos of this fear: “If my mother were 
alive, I wouldn’t think of this [operation] now.” 
Her first husband was also a native, and with him 
she had five children. After his death she gambled 
away the house and inheritance. She was penniless 
when she met the patient’s father, said to be a 
rich American oilman, who did not keep his promise 
to return from the United States and marry her. 
Later the mother married a native widower with 
8 children, and had 3 more children by him, so that 
the patient had 16 half- and stepsiblings. 

Though closely questioned, the patient reported 
nothing else abnormal, or even unusual, in his child- 
hood. He had been told that he had a normal 
birth, and he was raised as, and apparently felt 
like, a boy. His first sexual experience came in 
early puberty, when he was 12; he seduced a male 
cousin into the active role, while the patient lay 
supine. About this time he first noticed “feminine 
feelings” in himself in that he was sexually at- 
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tracted to men; and though young women tried to 
seduce him, the possibility of heterosexual inter- 
course disgusted him, as it still does. 

His mother became seriously ill when the patient 
was in his early teens, and he left the fourth grade 
to begin work. After his mother’s death, two or 
three years later, he said that he did the housework, 
even caring for his sister’s illegitimate children: 
“T was the only one who kept the family together ; 
I stepped into my mother’s shoes.” Within a year 
he became very active as a homosexual prostitute, 
“to make money.” Though still dressed as a man, 
he wore lipstick and feminine jewelery, which 
brought him much abuse during his later hospital- 
ization for tuberculosis. His homosexual activities 
brought so many beatings that at the age of 18 
he began dressing as a woman and has continued 
to do so except for such necessities as passing 
through customs, and the like. Tortured by his 
wish to be a woman, he made two suicide at- 
tempts, when he was 19 and 21, each time by 
drinking salicylic acid. The first time he was 
hospitalized for three weeks, but there were no 
residuals. When he was 20, and again when he 
was 21, he came to the United States “to seek 
medical help” and consulted two doctors briefly, 
but received no treatment. 

As a transvestite he continued his homosexual 
prostitution, but began to conceal his genitals during 
sexual activity so that (he maintains) it was 
possible for his partner to think he was a woman. 
The patient explains that he contrived this by 
skillfully concealing his genitals either between 
his legs or, when supine during intercourse, tautly 
on the abdomen under a blanket, thus throwing 
the perineum into folds that might be mistaken for 
labia, while presumably his partner mistook the 
patient’s rectum for a vagina. The fact, according 
to the patient, that he does not remember ever 
having had an erection helped the concealment. He 
typically has one to five ejaculations a day with the 
emission of semen; in the absence of sexual 
partners he masturbates, fantasying his usual inter- 
course, 

For the past four years Mary has lived with a 
common-law husband, Alfred, whom Mary calls 
“my old man.” Alfred, a few years older than the 
patient, is a shy, withdrawn, and silent man, without 
mannerisms, about whom little is 
known. Mary maintains that Alfred is a normally 
heterosexual man and insits that Alfred thinks 
Mary is a woman with a daughter (Mary’s adopted 
child, now living with an aunt in a California city). 
Alfred does not drink or dance; so every Friday 
and Saturday Alfred stays home, while Mary has 
dates with homosexual men picked up in bars—but 
is not unfaithful, according to the patient. Alfred 
is afraid of Mary, who recently in a fit of anger 
hit Alfred on the head, causing a laceration which 
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required four sutures. Mary has a rather patroniz- 
ing attitude toward him, as if he were just one in 
a series of On the other hand, Alfred 
may be planning to marry a young woman of their 
acquaintance. It appears possible that Alfred may 
know Mary is a man and may be concealing this 
knowledge. 


liaisons. 


The patient reports that in 1955 he consulted a 
psychiatrist, who was not able to help him. In 1956 
he went to England seeking a “Christine Jorgenson 
operation.” There, after six weeks of female 
hormone injections and mild breast enlargement, he 
said he was refused surgery because he was not a 
British subject. The physician then administered 
male hormone to reverse the gynecomastia and 
gave him an affidavit (which the patient produced) 
recommending that surgery would be of benefit. 
Subsequently, Mary went to Denmark, where Dr. 
Christian Hamburger agreed, according to the pa- 
tient, that surgery was indicated, but was unable to 
help obtain it because the patient was not a Danish 
citizen. Mary then returned to the liaison with 
Alfred, and later found a surgeon who would per- 
form the operation, as described above. The patient 
reported that none of his many physical examina- 
He denied 
venereal disease, though this is difficult to credit 


tions ever disclosed any abnormality. 


in view of his promiscuity. 
When 


nation, I found his masculine physique contrasting 


saw the patient for physical exami- 
oddly with his feminine coiffure, earrings, and skill- 
fully applied cosmetics. His body type was mixed, 
with athletic type predominating, and was well 
within masculine limits. Body hair was plentiful, 
and pubic-hair distribution was masculine, though 
the hair had been shaved from the arms and legs 
and plucked from the face. The larynx was male 
and the voice tenor. The breasts were not enlarged. 
The penis, testes, and prostate were well within 
normal limits. In the neurologic history and exami- 
nation, special attention was paid to the parietal 
lobe functions in general and the body image in 
particular, but there were no significant findings 
mild right internal 


except for an inconstant 


strabismus (congenital). In summary, there was 
nothing to suggest any endocrine dysfunction, and 
no evidence of organic nervous system pathology. 

A skin biopsy for chromatin distribution was 
read as masculine. Pituitary gonadotropins in two 
24-hour urine specimens were within normal limits 
(positive at 


units on 


5 mouse units and negative at 80 
both The 17-keto- 
steroids and 17-hydroxycorticoids were also within 


mouse occasions ). 
normal limits in 24-hour urine specimens, measured 
before and after the intramuscular administration 
of 5,000 units per day of chorionic gonadotropin for 
four days, as follows: 
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17-Ketosteroids 
Mg. per 
24-Hr. Spec. 


17-Hydroxy- 
corticoids, 
Mg. per 
24-Hr. Spec. 
Before hormone 
administration 16 7.8 
After hormone 
administration 14.9 6.1 
A glucose tolerance test, using the Somogyi 
method (with normals of 70-90 mg. %) showed 
all urine specimens negative for sugar, but the 
blood sugars showed a “hyperinsulinism” type of 
response, as follows: 
Fasting blood sugar 79 mg. % 
(100 gm. of dextrose given orally) 
Time After, Hr. 


Detailed inquiry failed to disclose any symptoms 
that might be referred to a low blood sugar. The 
test was not repeated because of time limitations. 
Chest x-rays showed what appeared to be inactive 
tuberculosis in the left upper lobe, according well 
with the history of eight months’ hospitalization for 
active pulmonary tuberculosis and of its subsequent 
inactivity. Microscopic urinalysis showed a rare 
red blood cell per high dry field in a centrifuged 
specimen. 

Negative examinations included electrocardiog- 
raphy; 18-lead electroencephalography; basal met- 
abolic rate determinations (two); spinal puncture 
for cerebrospinal fluid and 
microscopic examination; Pandy, total protein, glu- 
cose, colloidal gold, and serology determinations 
(Wassermann), and four x-ray views of the skull. 
The hemogram; the blood nonprotein nitrogen, 
calcium, phosphorus, chlorides, albumin, globulin, 
uric acid, and alkaline phosphatase; serum choles- 
terol; cephalin flocculation test, and protein-bound 
iodine were normal. Cerebral blood flow studies 
were done as part of another study, and, while 
normal values are as yet not well defined, the 
results showed no extensive deviations from values 
established on neurologically normal control sub- 


pressure, dynamics, 


jects. 


Psychological examinations included the Wechs- 


Wells-Ruesch Continuous 
Addition-Continuous Subtraction-Color Naming, 
Minnesota Rate of Manipulation (placing and 
turning), Draw-a-Person, Bender Gestalt, (MMPI) 
Minnesota Multiphasic Personality Inventory (two 
administrations), Strong Vocational Interest test 
(male form), Rorschach test, (TAT) Thematic 
(nine cards), and the Blacky 
summarized as follows: 
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ler-Bellevue Form 


Apperception test 


test. The results were 
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“The patient showed low-average intelligence. He 
gave evidence of deep-lying personality disturbance. 
His drawings of the human figures (Draw-a-Per- 
son) suggest marked distortions of sexual identifi- 
cation and body image. His Rorschach protocol 
was saturated with bizarre responses involving 
sexual organs. Although he did not appear to be 
acutely psychotic, there were many indications of 
marked schizoid and paranoid tendencies.” 

Mary’s manner and quiet voice gave a first im- 
pression of docility on mental examination. A 
€etermination to be forthright and a rather in- 
genuous vanity seemed to be overcoming a natural 
shyness and self-consciousness. The only resent- 
ment Mary ever showed toward me was a wry 
smile of discomfort at the extensive work-up, and 
a brief flare of anger when psychotherapy was 
tactfully proposed. These engagingly simple and 
child-like outgoing qualities’ apparently came 
principally from a low-average intelligence and an 
evident wish to be liked. With me, Mary showed 
no withdrawnness and no sexual provocation, al- 
though another male interviewer noted rather 
obvious flirting during the first interview. 

Examination was difficult because it was not 
always possible to be certain what the patient 
meant to say; when asked to interpret the proverb 
“don’t cry over spilt milk,” for example, he re- 
sponded: “I believe in that one; once you’ve done 
that one I don’t believe in sorry. . .so think before 
you do it. If done, it’s done; even if I cried my 
eyes out, it wouldn’t do any good.” 

His main way of responding to me was to run on 
in this way, using many clichés, euphemisms, and 
evasions—perhaps appropriately for a person whose 
life was a lie. Inquiries into his childhood were 
always met with statements to the effect that he 
had been raised as a boy and that nothing much had 
happened. His autobiographical narrative sounded 
like a contemporary romantic historical novel: It 
was a vague and garrulous account of events en- 
livened with sexuality and devoid of self reproach. 
An anecdote illustrating his romantic style and 
psychopathic trends is his story of a chase by 
three police cars, in which he went 115 mph and 
forced one police car off the road; he was finally 
caught by a road block, and yet no ticket was given. 

He denied depression, saying: “I’m not happy, 
but ‘I make the best of living’.” For years, every 
night, however, he had prayed to God that he 
might die in the night, and felt clearly that 
his reckless way of living (before he knew he 
could have the operation) was a sort of desperate 
suicidal gesture. He described himself as con- 
tinually tormented by a tremendous sex drive and 
as being under “constant tension,” lest his secret 
be discovered. At times he was really tormented, 
he added: “It was worse than God on Calvary— 
that was only a short time. . ..Why, God, why was 
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I picked for this punishment?” He was consoled 
by an ardent catholicism, supported by his priest, 
who thought he was already castrated: “If I died, 
I’d go straight to heaven; I have no guilty 
conscience. even the priest said that.” The 
knowledge that he could have the operation filled 
him with hope, and now he was careful not to 
break any laws. But if he were now refused the 
operation, he suggested, he would commit suicide 
in such a way as to call attention to the plight of 
transvestites. I felt this last remark as a threat, 
and occasionally his circumstantiality took on 
menacing overtones as his anxiety increased and he 
elaborated and wove together what were probably 
inferences, for example, about Alfred’s plans for 
leaving him. 

The 100-minus-7’s test was one of the few 
positive findings on mental examination, and may 
be taken to show his ability to change the rules 
of the game: 100;93 (10 seconds’ pause); 93;93 
minus 7 is 93;80;81;79;71 ;68 ;61 ;59 ;51 ;48 ;41 ;38; 
31 ;28;21;18;11;8;1 (7 minutes). 

The only clear-cut positive findings on mental 
examination were in the area of transvestism itself. 
The patient was probably the only person to believe 
that he had a totally feminine character in a male 
body, though, of course, some saw him as a 
woman, and others, lay and professional, in a way 
which might be summarized as “a somatically male 
transvestite.” He did not see himself as homo- 
sexual, and, on the contrary, felt “disgust” at male 
homosexuality—or so he said, this latter perhaps 
being difficult to square with his history of pickups 
in homosexual bars. 


Comment 


I would like to remark on two aspects of 
the case. My first point is that this patient 
has used his transvestism with such strik- 


ing social success that one would not 
expect him to give it up readily in psycho- 
therapy. He crossed the caste line in that 
his sexual associations with American men 
developed into a common-law marriage. 
He now associates as a patient and attempts 
to associate as a friend with physicians and 
other professional persons. The uniqueness 
and interest of his condition make it likely 
that he will be able to continue; failing 
this, he might find it difficult to resist the 
temptation to financial reward and notoriety 
in following Christine Jorgenson’s example 
of public entertaining. Just as he has 
evaded the commitment of sexual role, 
similarly, as a courtesan, he was and re- 
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mains outside the social structure. From 
this point of view the patient is seen to 
be a successful social climber, shrewd in 
surmounting financial and social obstacles. 
He not only has money, a secure home life, 
which he is ready to discard for something 
better, but also has had an operation ob- 
tained by only a few other persons in the 
world. I do not think his sympathy-pro- 
voking attitude is contrived, nor is the 
social success. 

These considerations may be important 
in evaluating prognosis in psychotherapy. 
If, as has never been reported in any case, 
psychotherapy were to return him to an 
heterosexual outlook, he would have to give 
up his equivocal eminence and presumably 
assume some role in the social structure— 
which could hardly help being fairly low, 
inasmuch as he is a poorly educated for- 
eigner. 

My second point might best be raised as 
a question: How is it that this patient was 
not more disturbed in his interpersonal 
relationships, including the interview  situ- 
ation? It is known not only that he used a 
quasidelusional defense (transvestism), 
which profoundly influenced every area of 
his life, but also that he showed severe 
emotional disturbance on psychological tests. 
Macalpine and Hunter feel that confusion 
of sexual identity is one of the cardinal 
signs of schizophrenia, and observed: “One 
might say that the more overt homosexual 
behavior or transvestitism, the less frankly 
psychotic the patient.” 

One way of answering this question is 
to observe that both the patient and the 
other members of his interpersonal situa- 
tions acted as if he were a woman: Uni- 
formly men held the door open for him, or 
behaved in equivalent ways, showing non- 
verbally and tactfully that they were not 
confronting him with reality. He was reg- 
istered at the clinic as a woman. His hus- 
band and his many casual sexual partners 
thought he was a woman. Only an unusual 
person would be uninfluenced by the evi- 
dence of his senses, in that every nonverbal 
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cue conventionally indicated somatic femi- 
ninity, even if he had the hearsay evidence 
that the patient was a man. The inter- 
viewer's situation is analogous to that of 
the viewer of a clever optical illusion; for 
example, the illusion in which skew sticks 
are so shaped and arranged that from one 
point of view they resemble a chair. Even 
though the observer has seen the real con- 
struction, it is only with difficulty that he 
can see anything but a chair. To return to 
the question, then, the interviewer tends 
automatically, and in spite of himself, to 
support the patient’s delusion, which thus 
becomes less apparent both to himself and 
to the patient. From this point of view 
the pathology appeared in the interpersonal 
situation, that is, in a group of two mem- 
bers, and not in the patient. This may 
therefore be considered a small-group ex- 
ample of projection of psychotic trends into 
the group.'* When it occurs, it makes the 
defense at once more benign and more 
inflexible, as may be seen particularly clear- 
ly in prison interviews and therapy. In 
this paper I can only mention the similar 
mutual material 
which tends to arise between the prison 


acceptance of delusional 
staff psychiatrist and the prison inmate, so 
that the prisoners seem less and less “para- 
noid” and menacing as the psychiatrist 
their subcultural world 


comes to accept 


view. 
Summary 

A case of somatic male transvestism is 
presented. A large number of physiological 
and biochemical tests showed only a “hy- 
perinsulinism” type of glucose tolerance 
curve, and, as is usual in these cases, all 
the other tests and examinations were well 
The transvestism has 
two striking functions for this patient: as 


within normal limits. 


of social advancement and as a 
by projecting 
sexual delusional material into the group. 


a mode 


defense against psychosis 
3oth of these functions make it unlikely 
that the patient would benefit from individ- 


ual psychotherapy. In this paper I have 
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not attempted to consider any ethical issues 
connected with the medical procedure. 

I should like to acknowledge the help in the 
preparation of this paper from Dr. Karl Bowman, 
Mrs. Bernice Engle, and Mr. Herbert Wadler. 


The Langley Porter Neuropsychiatric Institute, 
Parnassus Ave. & Arguello Blvd. 
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I. Introduction 

During the past 20 years clinical trials 
have come into prominence and fashion 
both in general medicine and in psychiatry. 
In the latter, trials of tranquilizing drugs 
have stimulated the application of statistical 
techniques, and today most journals con- 
tain more than a fair share of mathematical 
analysis and evaluation. Indeed, one can 
wonder whether such an evaluation has not 
become the fig leaf of scientific respecta- 
bility without which a relevant conclusion 
cannot be drawn. It is proposed in this 
paper to draw attention to some of the 
limitations of statistical evaluations as they 
appear in the literature, to examine the rela- 
tion between science and statistics, and to 
examine the contribution of statistics in the 
field of psychiatry. 


II. Limitations 

The conclusions of clinical trials are usu- 
ally presented as follows: “There is (or is 
not), a significant difference between treat- 
ments A and B for schizophrenia (or de- 
pression, neurosis, etc.).” On logical 
grounds this conclusion cannot be made, as 
we have no method of making such diag- 
noses with certainty. 

Psychiatric disorders are not precise en- 
tities, and there will be disagreement 
among experts on any particular case. Such 
generalization is impossible and will remain 
so until we have a measuring rod for the 
presence or absence of psychiatric illness. 

Also, the conclusion can only refer to 
the treatments as they were administered 
in that particular trial, in respect not only 
of the dosage used but also of the precise 
~ Submitted for publication Dec. 1, 1958. 

Research Psychologist (Dr. Thorpe), and Deputy 
Physician Superintendent (Dr. Baker), Banstead 
Hospital. 
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method of administration. This is obvious 
in the case of treatment such as insulin 
coma and ECT, but it applies also to drug 
therapies. Moreover, with our awareness 
of the significance of interpersonal relation- 
ships in psychiatric trials, we know that 
the conclusions can only refer to the trial 
as carried out by that particular nursing 
and medical team. 

We also need to consider the criteria used 
in the trial. We might, for example, com- 
pare the two treatments in terms of dis- 
charge or remission, or relapse rates. The 
conclusions can refer only to those criteria 
which were chosen for that particular trial. 
There is always the possibility that had 
other criteria been employed, the results 
might have been different. 

A difference between treatments which 
is significant means only that the difference 
is statistically acceptable at such and such 
a level of confidence; i. e., the results in 
favor of one of the two treatments are 
probably not due to chance factors. More- 
over, a difference which is statistically sig- 
nificant bears no relation to the absolute 
amount of the difference. It is possible for 
a 20% difference in relapse rates to be not 
significant, and for a 1% difference to be 
fully significant, depending upon the num- 
ber of patients in the experiment. The 
hypothesis under test in these experiments 
is that there is no difference between the 
treatments in terms of the selected criteria. 
It is theoretically possible with large sam- 
ples for a minute difference of, say, 0.1% 
to be statistically acceptable, but we then 
have to decide whether this difference is 
worth acting upon in view of its size. Other 
aspects of the two treatments in question 
might have to be taken into account in 
making this decision. There might, for 
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instance, be a higher fatality rate associated 
with the treatment giving the best results, 
and whether or not to continue with this 
treatment will have to be determined on 
grounds other than statistical ones. 
Statistical methods are generally regard- 
ed as short cuts to arriving at conclusions 
for whole populations. The problem is 
whether all people who have this illness will 
respond favorably to this treatment. If 
everyone with the illness could be given 
the treatments in question, then there would 
be no useful purpose in applying statistical 
methods. The more usual procedure is to 
take a sample of the population under in- 
vestigation and, by using this sample alone, 
to arrive at conclusions applicable to the 
population from which the sample was 
drawn. But this can be done only if the 
sample is a random or representative one. 
It is in this respect that the vast majority 
of experimental studies in psychiatry are 
open to criticism. Samples are rarely ran- 
dom or representative, and in many cases 
are better regarded as total populations 
than as samples. This would mean, of 
course, that a simple report in terms of 
averages would be sufficient data upon 
which to draw (restricted) conclusions. 
To take a simple example, we have re- 
cently reported a study? in which three 
groups of patients with acute schizophrenia 
were given 20 ECT’s, 30 insulin comas, and 
a course of chlorpromazine (Largactil), 
respectively. The patients were allocated to 
the treatment groups on a random selection 
basis, and statistical analysis was applied to 
the results. It should be noted, however, 
that, although the allocation of patients to 
treatments was performed on a random 
basis, we did not select our patients from 
our catchment area on a random basis, and 
it is therefore doubtful whether our results 
can be taken to apply to all acute schizo- 
phrenic patients, even in our own catch- 
ment area. Over a period of some two 
years we admitted to the experiment all 
patients who satisfied various criteria, such 
as sex, age, agreement between two con- 
sultants over diagnosis, and so on. This, 
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then, was a total population rather than 
a sample. But as we point out above, there 
is no need to apply elaborate statistical 
methods to total populations. All we need 
to know are the means or averages for the 
three treatment groups and to compare 
them as they stand. In our paper, on the 
basis of statistical evaluation we decided 
to discontinue chlorpromazine therapy when 
it was shown to give a statistically signifi- 
cantly higher relapse rate than the other 
two therapies—a conclusion which could 
easily have been drawn on the basis of the 
raw data alone. The actual figures for the 
relapse rates of the ECT, insulin, and chlor- 
promazine groups were 31%, 559%, and 
91%, respectively. Knowing there were 15 
patients in each group, it would be difficult 
to avoid the discontinuation of chlorpro- 
mazine therapy, even if statistics had not 
been applied. We must also note, however, 
that it would be justifiable to diseontinue 
chlorpromazine only if used in the manner 
described in this particular research. In 
practice chlorpromazine is rarely used in 
this manner today. 


III. Statistics and Science 


Statistical method is often confused with 
scientific method in that a study may be 
considered scientific only if it contains sta- 
tistical evaluation. The concern of science, 
however, is to establish a body of knowl- 
edge by the use of inductive logic, and the 
method of science is not considered to be 
statistical. The main difference between 
the pure scientist and the social scientist 
is that the former can control and manipu- 
late his variables in a way in which the 
latter cannot. He can alter one variable at 
a time, and so can discover the over-all 
effects of each. For example, the physicist 
can determine the relation between the vol- 
ume and temperature of pure water simply 
by varying its temperature at will and 
measuring its volume at each temperature. 
The raw material of the social scientist, 
however, is much more complicated—so 
complicated, in fact, that it would probably 
be true to say that the social scientist can 
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never change any single variable without 
altering something in addition. For ex- 
ample, if we give a patient a tablet, we not 
only add the contents of the tablet to the 
patient’s diet—we also alter our relation- 
ship to the patient, the patient’s relationship 
to us, and also his attitude to his symptoms. 
Thus, the tablet may act by reason of its 
chemical content, but also because we show 
more interest in the patient, or because he 
feels we are kindly disposed, or perhaps 
because he now accepts that he is ill rather 
than persecuted. 

The raw material of the social scientist 
is thus infinitely more complex than that 
of the pure scientist, and this is the only 
reason why statistical evaluation has_be- 
science is no less 


come Pure 


scientific because it does not use statistical 


necessary. 


methods, nor are the social sciences more 
scientific for using them. The aim of sci- 
ence is to formulate general laws or to 
discover causal relations whether with the 
aid of statistics or without. 

We that 
trials can be regarded as attempts to adhere 
more closely to scientific method.? The 
“double-blind” method of drug evaluation 
arose directly out of the rules of logical 


have shown elsewhere clinical 


induction, by means of which scientific laws 
are established. The particular law giving 
rise to the “double-blind” type of investi- 
John Stuart Mill’s 


It is his second canon, 


gation appeared in 
“System of Logic.” 
called the Method of 


we refer. Briefly, this law stated that when 


Difference, to which 


a particular event always followed the addi- 
tion of an agent and disappeared when the 
agent was removed, then that agent caused 
the event. The method of drug evaluation 
which has become so popular today requires 
that one of two groups of subjects equated 
on all relevant variables be given an agent 
(a drug) while the other receives no drug. 
If the drug group subsequently shows some 
difference in behavior which is not shown 
by the non-drug group, then we say that 
the drug has caused this difference in be- 
So far we have a_ scientifically 


havior. 
respectable experiment, although statistical 
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analysis has not yet been applied. In some 
cases, of course, it is not necessary. If the 
“drug” under evaluation ether, for 
example, all subjects receiving ether would 
become unconscious, while the subjects not 
receiving ether would probably remain con- 
scious. If the application of the drug 
showed less dramatic sequences, however, 
we would be far less certain of our con- 
clusion that the drug had this effect. It is 
to these types of situation that statistical 
analysis is applied, as if by the magic of 
statistical analysis we are able to detect 


was 


causal relationships which the eye cannot 
normally see, with the certainty with which 
we perceive that ether causes unconscious- 
ness. As long as the fundamental law of 
statistical reasoning is violated, however, 
by regarding specific groups as random 
samples, we are unable to see how the 
application of statistical analysis can pos- 
sibly contribute to our knowledge of causal 
relationships. We are merely transforming 
a respectable scientific experiment into a 
showpiece of statistical jugglery, which has 
no meaning beyond the averages it set out 


to test. 


IV. The Contribution of Statistics in 
Psychiatry 

Although there is little doubt that statis- 
tical methods have immense value when 
they are applied correctly, we must now 
examine their value as they are used in the 
majority of clinical trials reported today. 

Sometimes they serve to make the inves- 
tigation appear more scientific. We have 
that the scientific 
bears no relation to 


seen above, however, 


value of the article 


whether statistics have or have not been 


applied. 
They may also make the article more 
acceptable from the point of view of its 


publication. It has become fashionable to 
apply statistics to the raw data, even 
though the data may not warrant such 


treatment. 

I‘inally, a statistical analysis adds an air 
of verisimilitude to the conclusion which 
the findings do not justify. The literature 
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is replete with examples of clinical trials 
in which the conclusion was that treatment 
A was better than treatment B at a statis- 
tically acceptable level. Many other studies 
can be found, however, in which the oppo- 
site conclusion was drawn with equal statis- 
tical conviction. In practice, it is a survey 
of a number of studies in which the two 
treatments have been compared which de- 
termines the choice of treatment, but it 
would appear to us that the same conclusion 
will be reached whether we count up the 
total number of significant differences in 
favor of each treatment, or whether we 
simply count up the number of studies 
favoring treatment A and the number fa- 
voring treatment B. In this respect, it 
would be fair to conclude that the applica- 
tion of statistical analysis, as in so many 
of the experiments reported today, lends 
nothing over and above the means and 
percentages reported yesterday. 


V. Conclusions 

Statistical evaluations in psychiatry have 
become as fashionable as the clinical trials 
in which they have been used. A_ brief 
consideration of them would appear to 


leave much doubt about their value in the 
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types of investigation to which they are 
applied. They do not, as is commonly sup- 
posed, transform an ordinary experiment 
into a scientific one. On the contrary, they 
may transform a good experiment into a 
poor one by suggesting conclusions which 
the data do not warrant. 

Careful thought is required before sta- 
tistical analysis is resorted to, and much 
more attention should be paid to the logic 
of the experiment and of statistical analysis 
than is usually the case. 


VI. Summary 

This paper discusses the present use of 
statistical techniques in the clinical trials 
which are so common in psychiatric prac- 
tice today. Some of the difficulties are 
exposed and also the errors which are likely 
if insufficient attention is paid to the logic 
of such research. 
Banstead Hospital. 
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Winter and Flataker* have recently 
demonstrated an impairment in perform- 
ance of a learned rope-climbing task in 
rats that have been intraperitoneally in- 
jected with either plasma or serum from 
schizophrenic patients. Rats injected with 
plasma from control subjects or with saline 
did not show this effect. Since rope climb- 
ing. is a relatively complex performance 
which can be broken down (at least logi- 
cally) into a number of different tasks, 
we decided to test the hypothesis that at 
least part of the effect observed by these 
authors was a function of a _ decrease 
in the activity levels of the experi- 
mentally injected animals. That this might 
have been an important factor in the effect 
observed is also indicated by Winter and 
Flataker’s comments concerning activity 
levels of animals. Normal-plasma-injected 
animals “usually show nothing abnormal 
in their behavior, except sometimes some 
sluggishness while climbing.” Schizophren- 
ic-plasma-injected animals, on the other 
hand, showed considerable sluggishness, as 
well as incoordination in climbing. 

The more potent of the plasma specimens from 
psychiatric patients, however, produced marked 
changes in behavior. The animals tended to remain 
quiet and huddled in their cages, as though they had 
received a hypnotic drug. When the cage door was 
opened, instead of coming forward to meet the 
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Effect of Blood Plasma from Psychotic Patients upon 
Activity Levels of White Rats 


J. A. STERN, Ph.D.; G. A. ULETT, M.D., Ph.D., and K. SMITH, M.D., St. Louis 


observer, they retreated to the back of the cage, 
withdrawing as far as possible from the ex- 
perimenter. When placed on the grid, they would 
sometimes take several shocks before jumping onto 
the rope. Once on the rope, they would often stay 
in one place and remain motionless as though star- 
ing into space. When attempting to climb, there 
were often fumbling movements of the forepaws. 
Progress upward was achieved by advancing one 
paw at a time, instead of the normal leaping 
motion. If successful in climbing the rope, they 
would often hang their heads over the food cup 
without eating.* 


Present Study 

Since we, as well as others, have shown 
that various measures of activity do not 
correlate very highly with one another, two 
measures of activity were utilized in the 
present study: an open-field measure of 
activity, previously described,’ and activity- 
wheel running, a more conventional meas- 
ure of activity. In order to insure a 
maximum amount of activity during the 
test period, animals were placed on a 23- 
hour food-and-water-deprivation schedule, 
with feeding restricted to one hour (12 m.- 
1 p. m.). Animals were kept on this sched- 
ule for a minimum of one month before 
any injections were given; relatively stable 
activity levels were thus produced. Injec- 
tions were always given intraperitoneally 
in 1 cc. dosage. Our schizophrenic sample 
consisted of both acute and chronic schizo- 
phrenic patients. Our normals were hos- 
pital personnel. 

Stupy A: Effect of Plasma and Serum 
Administration on Open-Field Behavior.— 
Twelve Sprague-Dawley (Holtzman) male 
albino rats of about 200-250 gm. body 
weight were the subjects of this experi- 
ment. All animals were housed in one 
group cage. Animals had been handled 
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daily (in weighing) for at least two weeks 
prior to any experimental procedure. All 
animals were subjected to 10 sets of tests 
in the open field, 5 sets under conditions of 
either no injection or of saline administra- 
tion only, and 5 under conditions of having 
had intraperitoneal injections of 1 cc. of 
either schizophrenic or normal plasma or 
serum. Each set consisted of five trials 
which were conducted 10 minutes and 1, 
1%, 3, and 3% hours after injection. Nei- 
ther activity levels as measured by total 
number of squares traversed or number of 
different squares entered nor any of the 
other measures of open-field behavior uti- 
lized in previous research proved to dis- 
criminate between the various groups. 
Comparisons were made between animals 
injected with schizophrenic and animals in- 
jected with normal plasma, between saline- 
injected, and noninjected animals and 
between plasma-injected and control animals. 

Observations on the animals in their home 
cages did not discriminate between schizo- 
phrenic- and normal-plasma- or serum- 
injected animals. (As in Winter’s experi- 
ments, most experiments involved the use 
of heparinized plasma. We also observed 
no difference in effect between serum and 
plasma, so that from this point on no 
distinction between plasma and serum is 
made.) In all injection experiments half 
the animals were injected with normal 
plasma (sample from two subjects) and 
the other six animals were injected with 
schizophrenic plasma (sample from two 
subjects). Thus, comparisons could be 
made between the effect of the two plasmas. 
Similarly, when animals were injected with 
saline, half would be injected, while the 
other half served as normal controls. All 
animals huddled in a dark corner of the 
cage after injection of plasma, in contrast 
to their normal, more active behavior in the 
home cage either with no injection or with 
a saline injection. Normally a few animals 
might be found huddled in a corner, with 
most of the animals in various other places 
in the cage, eating, drinking, sitting on the 
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food container, or exploring the cage. The 
huddling observed in plasma-injected ani- 
mals persisted for at least four hours after 
injection. When animals were run in the 
open field, they would, upon return to the 
home cage, resume the huddling behavior 
previously exhibited in response to the 
plasma injection. 

Stupy B: Effect of Plasma and Serum 
Administration on Activity-Wheel Behav- 
ior.—Since only six Wahman-type activity 
wheels were available, this experiment was 
run in three replications of six, five, and 
five animals each. Animals were allowed a 
week of activity-wheel running while on 
ad libitum feeding schedule and for the 
next 30 days were maintained on a 23-hour 
food-and-water-deprivation schedule. Dur- 
ing the last 15 days of this period activity 
measures were taken hourly for the four 
hours immediately preceding feeding. As 
was expected, most (more than half) of 
an animal’s daily activity was restricted to 
this four-hour period, with a steady in- 
crease in activity as the feeding period was 
approached. All injections were given four 
hours before feeding. A total of 70 experi- 
ments were conducted using plasma from 
a total of 21 schizophrenic patients; 70 
experiments were conducted using plasma 
from a total of 22 normal subjects, and 
36 experiments utilizing saline injections 
were conducted. In the first set of six ani- 
mals on any experimental day three animals 
received either schizophrenic or control 
serum, with at least 24 hours intervening 
between injections. Each of the animals 
of this group received 10 injections admin- 
istered on alternate days, 5 of them schizo- 
phrenic plasma and 5 control plasma. On 
any one day half the animals were treated 
with schizophrenic, the other half with nor- 
mal, plasma. The plasma samples were 
coded so that until termination of the 
experiment the experimenter did not know 
which samples came from the control and 
which from the schizophrenic subjects. A 
week later the animals were started on a 
schedule of six injections of saline, admin- 
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Relative Hourly Activity Between Experimental 
and Control Periods 


Time, Hr. 


9-10 10-11 


Group * 11-12 
I<II 9% 16 15 16 
I>II 7 0 1 0 
II<Iv. 3 4 1 5 
8, 3 2 5 1 


*1 indicates plasma injection; IJ, alternate-day control; 
IIT, saline injection; IV, alternate-day control. 

7 I<II indicates that plasma-injected animals were less active 
than control animals. 

? Number of animals. 


Here, half the 


animals received saline on any one day, 


istered on alternate days. 


while the other three received no injection. 
In both the second and the third replica- 
tion normal and schizophrenic plasma was 
used on a schedule identical with that de- 
scribed above, the only exception being that 
each four injections of 


schizophrenic serum and four injections of 


animal received 


normal serum and no saline control experi- 


ments were run. 


The comparisons depicted in the accom- 
For 


panying Table describe the results. 


each animal a comparison was made _be- 


tween activity during the day of injection 
and activity on the following day, which 


Comparison of hourly 


activity levels for the 
four 
mediately preceding feed- 


hour period im- 


ing for animals 


jections. 


with / 4 
plasma, saline, or no in- 1,00 


M. A. ARCHIVES OF GENERAL PSYCHIATRY 


was considered a normal control day. Since 
there were no differences between the effect 
of schizophrenic and that of control plas- 
ma, these experiments were combined so 
that any one point on a graph is based on 
the mean of 12 
measures. that the 
injection of plasma produces a consistent 
decrease in activity during the four-hour 
period prior to feeding. This decrease in 
activity is also reflected in the 24-hour 
activity measure; however, plasma-injected 


either the mean of 8 or 


The results indicate 


animals appear to make up some of the 
decrement in activity observed during the 
four-hour prefeeding period. 

The injection of saline, on the other 
hand, had no consistent effect on activity 
levels. 

Measures of both food and water intake 
were recorded daily. Injections of schizo- 
phrenic or normal plasma, as well as admin- 
istration of saline, had no effect on either 
food or water intake as measured four 
hours after injection. 

The present series of experiments do not 
lend support to the hypothesis that activity 
levels are differentially affected by schizo- 
phrenic as compared with normal blood 


plasma or serum. With both we found a 


marked depression of activity, while the 
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injection of saline produced no such results. 
Behavioral observations on group-housed 
animals, unlike the findings of Winter and 
Flataker, also did not discriminate between 
normal- and_ schizophrenic-plasma-injected 
animals. Food and water intake four hours 
after injection was normal, in contradistine- 
tion to the finding by these authors that 
schizophrenic-plasma-injected rats would 
not eat, although they hung their heads over 
the food cups. 


Summary 
The results of the present two experi- 
ments do not indicate a differential effect 
of schizophrenic and normal plasma when 
two measures of activity are ysed as dis- 


| 


Stern et al 


No differential effect was ob- 
The only 


criminators. 
served in open-field behavior. 


consistent finding was that both schizo- 
phrenic and nonschizophrenic plasma _ pro- 
duced a significant decrement of trained 
activity-wheel behavior. 


Malcolm A. Bliss Psychiatric Hospital, 1420 


Grattan (4). 
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Group Psychoanalysis. By B. Bohdan Wassell, M.D. Price, $3.75. Pp. 339. Philosophical 
Library, Inc., 15 E. 40th St., New York 16, 1959. 

Psychoanalytic therapy has had an uphill struggle over the last three generations establishing 
itself as a legitimate psychotherapeutic practice. In the past generation psychoanalysis in groups 
has had a similar struggle attempting to secure a place for itself among psychoanalysts and 
group therapists. Dr. Wassell’s book is the most recent attempt to describe the nature of 
analytic practice with groups of patients and the many problems involved. 

Like other analysts, Dr. Wassell is ambivalent about the effectiveness of treatment in a 
group setting for bringing about reconstructive change. Doubt exists concerning the depth of 
therapy and the development of a transference neurosis; the feasibility of free association and 
dream analysis; the complications arising out of interruptions and poorly timed interactions on 
the part of co-patients, and the relative value of the intrapsychic and the interpersonal. This 
book exposes the variety of points of view on these and other problems, but it reflects a con- 
viction that the group experience is therapeutically useful. As in the case of other individual 
analysts seeking to come to some reconciliation, Dr. Wassell, too, capitulates to the bias of 
individual analysis and recommends combined therapy as the treatment of choice. 

Combined therapy, as it is generally practiced, is the routine exposure of the patient to 
concurrent experience in an individual and in a group setting. Warm-up periods and post- 
sessions are sometimes included, but the alternate session, that is, the regular use of group 
meetings without the analyst, is generally rejected by the combined therapist. It is clear that 
the combined therapist lacks conviction that good analytic work can be done in a therapeutic 
arrangement which emphasizes the group setting. This gives rise also to the introduction of 
many antianalytic, group dynamic, and other mystical concepts concerning what is curative 
in the group and, in our mind, to an improper use of the group setting to forward the analytic 
work. 

Dr. Wassell's psychoanalytic orientation derives from Karen Horney and tends to be re- 
stricted to environmental, cultural, and ego processes. There is insufficient discussion of the 
psychodynamic and psychopathological problems from a genetic point of view, the recovery of 
repressed material, and working through. His group analytic orientation is, unfortunately, a 
kind of indiscriminate eclecticism, in which he presents many contradictory technical and theo- 
retical positions not leading to any unified theory of personality and the cause and cure of 
emotional disorder. He says: “In trying to describe group psychoanalysis one is tempted to fall 
back upon the Hindu definition of God, ‘It isn’t this and isn’t that. It isn’t even that and it 
isn’t that either.’” His wish to make a fair presentation of “group psychoanalysis” meeting all 
the conflicting points of view and the needs of the experienced analyst working in the group or 
in the individual setting, as well as of the would-be patient who might get therapy by reading 
this book, diminishes its usefulness. 

As in other works of this kind, clinical specificity is lacking. It is sometimes a consequence 
of a group dynamic orientation, where individual differences tend to be neglected. Dr. Wassell 
protests against this pitfall of group psychotherapy and urges that this dartger be attended, 
but he, too, allows too often the individual patient to be obscured by the group context. When 
he does work with the individual, as described here, he seems to be doing individual therapy, not 
psychoanalysis in groups. It would be important for Dr. Wassell to indicate the similarities and 
differences in his analytic work in the individual setting, as contrasted with the group setting, 
so that we may know more concretely what he is combining. Moreover, there is legitimacy to 
the claim that some patients need individual sessions, others group sessions, and still others a 
combination of these experiences. Dr. Wassell, however, does not define the criteria for coming 
to such important technical decisions. 

The historical roots of human psychology lie in philosophy. The laboratory, clinical ex- 
perience, and the scientific method have become more recently the bases for more objective 
and conscious understanding of the human being, the development and prediction of his func- 
tioning, and the means for modifying it. Dr. Wassell seems to want to return to philosophy and 
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religion as the fountainhead of wisdom. He suggests that humanity, decency, suffering, 
religiosity, contemplation, and “softness” are good human values, and that if the therapist has 
good values and if the patient acquires good values, we shall all be healthy. Values are indeed 
important, the values of the therapist, of the patient, of the therapeutic experience, and of the 
community; but values are not substitutes for theoretical and technical training, skills, and 
interventions in treatment. 

Dr. Wassell pleads for many good values, such as good training, the recognition of the 
social necessity for group experience, and the validity of doing analytic work in a group setting, 
including its advantages with regard to time, personnel, and money. This book is more useful 
as a philosophical approach than as a clinical handbook on the practice of psychoanalysis in 
groups. 

EMANUuEL K. ScHwartz, PH.D., D.S.Sc. 
ALEXANDER Wo F, M.D. 


Psychopharmacology: Problems in Evaluation. J. B. Cole and R. W. Gerard, Editors. 
Proceedings of a Conference on the Evaluation of Pharmacotherapy in Mental Illness, 
sponsored by the National Institute of Mental Health, the National Academy of 
Sciences- National Research Council, and the American Psychiatric Association, Wash- 
ington, D. C., Sept. 18-22, 1956. Publication 583. Price, not given. Pp. 662. National 
Academy of Sciences-National Research Council, Washington 25, D. C., 1959. 

This volume summarizes the knowledge of psychopharmacology existing in 1956 under the 
following headings: I. General Review Papers; II. Preliminary Screening of Drugs; III. 
Patient Selection and Controls; IV. Test Conditions, and V. Evaluation. Each paper is 
thoroughly discussed, and at the final session published under the heading VI. Main Conference 
the overall reports of each of the five sections are discussed. The volume contains a wealth 
of material and should be carefully read by all persons concerned with any phase of psycho- 


pharmacology. 
Roy R. Grinxer, M.D. 


Psychopharmaca: A Bibliography of Psychopharmacology 1952-57. Edited by A. E. Cald- 
well, M.D. Public Health Service Publication 581. Price, $1.50. Pp. 258. Government 


Printing Office, Washington, D. C. 

This bibliography is wonderfully arranged for the convenience of the investigator. It con- 
tains a drug index, subject list of drugs, ancillary subject list of special conditions, and an 
author list. Approximately 2,500 articles are listed, concerned with the effect of psycho- 
pharmacologic agents in the psychologic, behavioral, and encephalographic reactions of normal 


subjects, patients, and laboratory animals. 
Roy R. Grinker, M.D. 


Group Psychotherapy—Theory and Practice. Second Edition. By Jacob M. Klapman, 
M.D. Price, $6.75. Pp. 301. Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1959. 

Dr. Klapman has attempted the difficult job of reviewing the field of group psychotherapy 
in such a way as to convince the reader of the validity of his particular group psychotherapeutic 
approach. He presents group therapy on a scale ranging from the “repressive inspirational 
techniques,” as represented by Christian Science, AA, and Dr. Lowe's Recovery, to the 
analytically oriented group therapy, as practiced by Drs. Schilder, Bender, and others. He 
emphasizes the important role the former techniques have played, especially in intramural 
psychiatry and in relationship to the more disturbed group of patients. Dr. Klapman feels that 
similar techniques should be further utilized by therapists whose personalities fit such methods. 
He himself prefers pedagogical group therapy, utilizing a specially prepared text as a stimulus 
to group interaction. The reading of the text serves also to dilute the feelings which develop 
in the group. This directive technique is presented somewhat dramatically foliowing a descrip- 
tion of analytically oriented group therapy which he exemplifies with a summary of one such 
session. The patients involved are described as schizophrenic, but the source of the material is 
not specified. What is presented hardly resembles a therapeutic process, and Dr. Klapman 
considers the possibility that it is not representative; but he dismisses this possibility summarily. 
Although his own work is more fully described, its efficacy is not more clearly established. 
Dr. Klapman visualizes a series of pedagogical groups which would form a kind of kindergarten. 
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Patients would matriculate into such groups and then be promoted up the scale to more 


analytic groups as they improve. 

The author explains the efficacy of his approach as a technique “whereby a matrix of 
conceptualizations guided by the therapist, in which the textbook plays a part, is incorporated 
by each member in various degrees, into the personalities and psyche of each patient in a 
process which may be thought of as ‘affective osmosis.’” He had previously dismissed group 
transference based on previous familial relationships as being only transient in group therapy 
in general. A thorough discussion of the method whereby therapeutic results are achieved in 
group is lacking, but in its place Dr. Klapman gives us a broad picture of group therapy, 
including historical, sociological, and educational factors. He follows this with a discussion of 
the application of a few of the techniques to minimally, moderately, and severely disturbed 
groups. The result of all this, then, is a bird’s-eye view (somewhat distorted) of the field of 
group therapy with emphasis on the problem of the psychotic and borderline patient. 

Arnotp D. Tosrn, M.D. 
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in 8 out of 10 patients 
Complete Control of 


Grand Mal Seizures 


Type of ‘ais Number of | x Completely 

Seizure Patients Controlled 
Grand Mal 214 172 (80%) | 15(7%) 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 


fully 


other anticonvulsants. ‘‘Mysoline’”’ 
__ medication which, in some cases, was eventually replaced by m 


who had failed to respond success- _ 
was added to current 


Typeof _|Numberof| Completely | 50-90% |  <50% 
Seizure Patients Controlled Improved 
Grand Mal 613 175 (28.5%) | 253 (41.2%)} 185 (30.3%) 
Psychomotor 130 10 (7.7%) 65 (50%) 55 (42.3%) 
Focal Jacksonian 92 14(15.2%)}| 36(39.1%)}| 42 (45.7%) 


Mysoline”’ is available in the United 


States by 


Montreal, 


arrangement with Imperial Chemical Industries, Ltd. 


The dramatic results obtained with ‘‘Mysoline’’ advocate its use as a 
preparation of choice for effective and well tolerated therapy in the 
control of grand mal and psychomotor attacks. 

SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


LITERATURE AND BIBLIOGRAPHY ON REQUEST 


Canada 


ith 
wide margin of safety | 
— Composite Results of 20 Clinical Studi | 
hee: ___ Results in 262 epileptic patients when ‘‘Mysolire” was used alone. — 
in 835 epileptic patients 
: 
WEN 
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Because ‘Compazine’ quickly controls agitation, delusions and hallucinations, usually 
without depressing or sedating the patient, it is particularly useful during the diagnostic 
screening of new admissions. On “Compazine’, patients soon become calm and cooperative 
and are able to provide the essential information so valuable in the selection of treatment. 


With ‘Compazine’, even the most severely disturbed psychotics can usually be quickly 
and effectively controlled. 


AG) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Established 1916 
Asheville. North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, 
rest, convalescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and 
X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly 
claims an all around climate for health and comfort. There are ample facilities for 
classification of patients. 

Wa. Ray GriFFIn, Jr., M.D. Mark A. GriFFIN, SR., M.D. 


Rosert A, GriFFin, M.D. MarK A. GriFFIN, Jr. M.D. 
For further information write APPALACHIAN HALL, AsHevittez, N. C. 


HOME AND SCHOOL FOR 
Nervous and Back- 


“Beverly Farm” 
INCORPORATED 


Founded 1897 
INCORPORATED 1922 ward Children 


12 buildings Can accommodate 350 children, 
220 acres of land with contemplated educational 
300 feet abov improvements for a larger num- 
¢ eet above ber. Can accept some suitable 

Mississippi River case for life. 


Address all communications to DR. GROVES B. SMITH, SUPERINTENDENT 
“Beverly Farm” GODFREY, MADISON COUNTY, ILLINOIS 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 


@ Insulin Shock © Electro-Narcosis 


2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 


J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 
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MINIMIZE HAZARDS | 
of E.C.T. 


‘ANECTINE’ 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 
in the treatment.” 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. 1. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 

Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 

Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 

Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 

Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 

10. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 

11. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253:546 (Sept.) 1955. 

12. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253 :451 (Sept.) 1955. 

13. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 

14. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955, 
15. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 

16. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 

17. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955, 

18. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 

19. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 

20. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 

21. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 

22. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954, 

23. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 

24. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 

25. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109 :895 (June) 1953. 

26. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 

27. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 

28. Murray, N.: Confinia neurol. 13:320, 1953. 

29. Alexander, L., Gilbert, I. E., and White, 8. E.: /bid. 13 :325, 1953. 

30. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 

32. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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MARY POGUE SCHOOL, Inc. 


Complete facilities for training, educationally and 
socially, the retarded and epileptic. Girls from 8 and 
boys from 4—separate living accommodations. 
Small classes. Individual assistance. Physical and 
occupational therapy and recreational programs. 

Long term residential care available. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


65 Geneva Road, Wheaton, Ill. (near Chicago) 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented psychotherapy, and the 
various somatic therapies, 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 


Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 
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HIGHLAND HOSPITAL, INC. 
FOUNDED IN 1904 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, elec- 
troshock, psychotherapy, occupational and recreational therapy—for nervous and mental disorders. The 
Hospital is located in a 75-acre tract, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. The OUT- 
PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 
resident care. 
R. CHARMAN Carrout, M.D. Rosert L. Craic, M.D. 
Medical Director Associate Medical Director 
Joun D. Parton, M.D. 


Clinical Director 


* AMA. SPECIALTY JOURNALS REACH THE CORE OF SPECIALIZED 
P RACTICE . . « Subscribe NOW to: 


A.M.A. Archives of INTERNAL MEDICINE 
A.M.A. Archives of PATHOLOGY 
A.M.A. Archives of OPHTHALMOLOGY 
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THE AMERICAN MEDICAL ASSOCIATION 
“ 535 North Dearborn Street 
Chicago 10, Illinois 


THE LIVERMORE SANITARIUM and PSYCHIATRIC CLINIC 


Livermore, California 
Telephone: Hilltop 7-3131 
Oakland Office—411 30th Street 
FOR THE TREATMENT OF NERVOUS AND MENTAL DISORDERS 
THE OPEN CONVALESCENT DEPARTMENT, for nervous and general patients; the COT- 
TAGE DEPARTMENT, for mental patients. Features: near Oakland and San Francisco; ideal 


climate; large beautiful grounds; hydrotherapy, athletic and occupational departments; clinical labora- 
tory; large nursing force. Rates include room, suitable diet, medical care, general nursing and routine 


examinations. 
HERBERT E. HARMS, M.D.—Superintendent 
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improve 
of psychotherapy. | 
rumination, 


d outlook . . . from the begint 
a 


STUDY #1 


NUMBER OF 135 


PATIENTS 


Depressed, 
chronic psy- 
PATIENTS chotic patients, 


mostly schizo- 
phrenic (hospi- 
talized) 


1-4 tabs. q.i.d. 
(av. 2 tabs. 
q.i.d.) 


DOSAGE 


DURATION OF 
TREATMENT 


RESULTS 


ADVANTAGES OF “JD e@prol* 


Antidepressant action does not produce ex- 
cessive stimulation, jitters, insomnia 
Restores normal sleep without depression- 
producing aftereffects 

Improves mood without depressing appetite 


DOCUMENTED SAFETY™ 


Deprol has not produced hypotension or 
liver toxicity 

Does not interfere with other drug thera- 
pies, or with sexual function 

Can be used in hypertension, and with 
unstable personalities 

Side effects are minimal 


MARKED IMPROVEMENT WITH 


1 wk.-17 mos., 
(av. 1.8 mos.) 


Substantial im- 
provement in 
41%; some im- 
provement in an 
additional 39%.! 


“Deprol* 


REPORTED IN THREE 
PSYCHIATRIC STUDIES 


STUDY #2 STUDY #3 
35 52 


36 involutional 
depressions, av. 
age 77 (custodial 
patients in nurs- 
ing home); 16 
reactive depres- 
sions, av. age 65 
(private prac- 
tice). 


26 psychotic 
depressions, 


manic-depres- 
sive and involu- 
tional; 9 neurotic 
depressions (pri- 
vate practice). 


1-2 tabs. t.id. 
or q.i.d. 


1-3 tabs. q.i.d. 


1-25 wks. (av. 6-22 wks. 


8 wks.) 


Good results in 
78% of involu- 
tional depres- 
sions and in 
69% of reactive 
depressions.* 


Complete or 
social recovery 
in 57%.? 


Composition: Each light-pink, scored tab- 
let contains 1 mg. 2-diethylaminoethyl 
benzilate hydrochloride (benactyzine HCl) 
and 400 mg. meprobamate. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be 
gradually increased up to 3 tablets q.i.d. 


References: 
1. Pennington, V.M.: The use of Deprol in chronic psy- 
chotic patients. Am. J. Psychiat. 115:250, Sept. 1958. 
2. Alexander, L.: Chemotherapy of depression—Use of 
prob bined with b ine (2-diethyl- 
aminoethyl benzilate) hydrochloride. J.A.M.A.166:1019, 
March 1, 1958. 3. Settel, E.: Treatment of depression 
in the elderly with a meprobamate-benactyzine hydro- 
chloride combination. Submitted for publication, 1958. 
4. Personal icati from physici in the 
files of Wallace Laboratories. 


WALLACE LABORATORIES 
New Brunswick, N. J. 


Trrave-mank 


CO-8680 
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An entirely 

new compound 
originated 

in Geigy research 
laboratories, 
Tofranil: 


Indications for 
Tofranil include: 


Exercises selective action on 
the symptoms of uncomplicated 
depressions 


Is effective in 70-85% of cases, 
particularly those of endogenous 
depression 


Is frequently successful in even the 
most profound and chronic cases 


Is virtually devoid of serious 
side reactions 


Reduces the need for electro- 
convulsive therapy 


May be administered by either oral 
or intramuscular routes 


Endogenous Depression 

Reactive Depression 

Involutional Melancholia 

Senile Depression 

Depression Associated with Other 
Psychiatric Disorders 


In order to insure optimal results 
with minimal risk of side reactions 
physicians are urged to study 

the “Statement of Directions” 
before prescribing Tofranil. 


Availability: 
1@ (brand of imip HCl): Sugar-coated, 
coral-colored tablets, 25 mg. each, in botties of 100. 


Ampule for int only, each 
containing 25 mg. in 2 cc. of solution (1.25 per cent) in 
cartons of 10 and 60. 


Selected Bibliography: 

1. Ayd, F. J., Jr.: Bulletin of School of Medicine, University 
of Maryiand 44:29, 1959. 2. Azima, H.: Canad. M. A. J. 
80:535, 1959. 3. Azima, H., and Viepo, R. H.: Am. J. 
Peychiat. 11 5:245, 1958. 4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1956. 5. Lehmann, H. E.; Cahn, C. H., and 

de Verteuil, R. L.: Canad. Psychiat. A. J. 3:155, 1958. 

6. Mann, A. M., and MacPherson, A. S.: Canad. Psychiat. 
A. J. 4:38, 1959. 7. Sloane, R. B.; Habib, A., and 

Batt, U. E.: Canad. M. A. J. 80:540, 1959. 8. Straker, M.: 
Canad. M. A. J. 80:546, 1959. 
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Tofranil” in the Treatment 


brand of imipramine HCI 


potent ord OF DOpressions 


Geigy Ardsley, New York 
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EXTENDING STELAZINE’S USEFULNESS IN PSYCHIATRY 


: 3 
q 


NEW-I mg. TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 


outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 


of drive. 


Clinical trials in more than 12,000 patients suftering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental out!vok. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Y leaders in psychopharmaceutical research 


*Trademark 
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NORTH SHORE 


HOSPITAL 


—for psychiatric treatment and research 


Care and 
treatment 
of emotional 
disorders 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


BALDPATE, Inc. 


Georgetown, Mass. 
Geo. Fleetwood 2-2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alco- 


holism and drug addiction. 


Definitive psychotherapy, somatic ther- 
apies, pharmacotherapy, milieu-therapy 
under direction of trained occupational 


and recreational therapists. 


Harry C. SoLomon, M.D. Grorcz M. M.D. 


Consulting Psychiatrist Medical Director 


ADAMS HOUSE 


Established 1877 


A non-commitment sanitarium and clinic, 
club-like in physical setting and atmos- 
phere, applying re-educational psycho- 
therapeutic methods in the study and 
treatment of the psychoneuroses exclu- 
sively. 

Located in suburban Boston contiguous to and 

overlooking the Arnold Arboretum 


w 


James Martin Woodall, M.D., Medical Director 


990 CENTRE STREET, BOSTON, 
Jamaica Plain, MASS. 


| Fully Accredited 
| 
4 
| 
SAMUEL LIEBMAN, M.D.,F.A.P.A. \ 
| 
| 
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CUMULATIVE SUBJECT INDEX 


The following Index is a cumulative list of significant subjects presented in 
this volume, followed by page number and month of presentation; page numbers 
refer to the bold face (dark) numbers in the text. Books reviewed are indexed 
alphabetically under the heading “Books.” 


A 
Adenosine 
di- and triphosphate: production in schi- 
zophrenia [Gottlieb et al.], 243 (S) 
Adenylic acid 
levels in schizophrenia [Gottlieb et al.], 
243 (S) 
Adrenal gland 
medulla: effect of repeated doses of in- 
sulin on [Sourkes et al.], 275 (S) 
Age 
influence on SHP readings [Peck], 37 
(Jl) 
Alcohol 
ethyl: potentiating effect on tranquiliz- 
ers and other central depressants 
[Kopfmann & Hughes], 7 {J1) 
Alpha-chloralose 
episodic behavioral disorders activated 
by: epilepsy or schizophrenia [Mon- 
roe], 205 (Ag) 
American Board of Psychiatry and Neu- 
rology, Inc. 
examination schedule, 115 (Jl) 
Announcements, 115 (J1) 
Anorexia nervosa 
protein metabolism in 
Wretlind], 283 (S) 
Anxiety 
reduction: effect of central depressants 
and alcohol on [Kopfmann & Hughes], 
9 (Jl) 


[Borjeson & 


Behavior 
activity levels: effect of blood plasma 
from psychotic patients on, in white 
rats [Stern et al.], 342 (S) 
direct instigation of change in, in psy- 
chotherapy [Stevenson], 99 (Jl) 
episodic disorders: schizophrenia or 
epilepsy [Monroe], 205 (Ag) 
Blood 
plasma from psychotic patients: effect 
on activity levels of white rats [Stern 
et al.], 342 (S) 
BOL-148: See 2-Bromo-d-lysergic acid 
diethylamide 
Books 
Diagnostica psichiatrica: Parte speciale 
[Rubino], 116 (Jl) 
Economics of Mental Illness [Fein], 
116 (Jl) 
Psychoanalysis [Wassell], 346 
(S) 


Books—continued 

Group Psychotherapy—Theory and Prac- 
tice, Ed. 2 [Klapman], 347 (S) 

Language and Psychology [Reiss], 118 
(J1) 

College Men at War [Monks], 233 (Ag) 

Operators and Things: Inner Life of a 
Schizophrenic [O’Brien], 232 (Ag) 

Psychopharmaca: Bibliography of Psy- 
chopharmacology 1952-57 [Caldwell, 
ed.], 347 (S) 

Psychopharmacology: Problems in Eval- 
uation [Cole & Gerard, eds.], 347 (S) 

Traite de psychiatrie [Barnk], 119 (Jl) 

Teaching and Learning of Psychother- 
apy [Ekstein & Wallerstein], 122 (Jl) 

2-Bromo-d-lysergic acid diethylamide 

mescaline, lysergic acid diethylamide, 
and: acquired and crossed tolerance to 
[Balestrieri & Fontanari], 279 (S) 


Cc 


Chewing gum 
influence on SHP readings [Peck], 39 
(J1) 
Chlorpromazine 
evaluation in geriatric patients [Robin- 
son], 41 (Jl) 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 
triflupromazine, and prochlorperazine: 
treatment of chronic psychosis [Han- 
lon et al.J, 223 (Ag) 
Chronicity 
rigidity, schizophrenia, and [Boverman], 
235 (S) 
Communication 
perception and, 
[Rioch], 81 (Jl) 
Conflict 
psychodynamic formulation [Weisman], 
72 (S) 
Culture 
Determination of response to hallucina- 
tory experience [Wallace], 58 (Jl) 


D 


in mental illness 


Delirium tremens 
comparison of LSD-25 experience and 
[Ditman & Whittlesey], 47 (Jl) 
Delusions 
formation during activation of chronic 
schizophrenic patients [Stone & Eld- 
red], 177 (Ag) 
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Depression 
adrenolutin-like substance in urine of 
patients with [Sulkowitch & Alt- 
schule], 108 (J1) 
neurophysiologic aspects: electromyo- 
graphic study [Whatmore & Ellis], 
70 (Jl) 
SHP test as aid in detection and meas- 
urement [Peck], 35 (Jl), 35 
Discrimination 
loss: effect of central depressants and 
alcohol on [Kopfmann & Hughes], 9 
(J1) 
Dreams 
in natural history of schizophrenic ill- 
ness [Cappon], 33 (J1) 
relation of nocturnal orgasms to, in 
women [Winokur et al.], 180 (Ag) 


E 


ECT: See Electroconvulsive therapy 
EDITORIALS 
A. M. A. Archives of General Psychiatry 
[Grinker], 1 (J1) 
Cumulative subject index, 2 (Jl) 
Electroconvulsive therapy 
actual and simulated: predictive and 
concomitant variables related to im- 
provement [Brill et al.], 263 (S) 
Electromyography 
study of neurophysiologic aspects of de- 
pressed states [Whatmore & Ellis], 
70 (Jl) 
Epilepsy 
episodic behavioral disorders: schizo- 
phrenia or [Monroe], 205 (Ag) 
Epinephrine 
and norepinephrine: effect of repeated 
doses of insulin on excretion [Sourkes 
et al.J, 275 (S) 
and norepinephrine, infused: disappear- 
ance rates from plasma in normal 
and schizophrenic subjects [Cohen et 
al.], 228 (Ag) 


F 


Family 
maintenance of sterotyped roles in 
schizophrenia [Ryckoff et al.], 93 (Jl) 
Fever 
influence on SHP readings [Peck], 38 
(Jl) 
Fructose-1,6-diphosphate 
levels in schizophrenia [Gottlieb et al.], 
243 (S) 


G 


Geriatrics 
evaluation of drugs in geriatric patients 


[Robinson], 41 (J1) 
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H 


Hallucinations 
cultural determinants of response to 
[Wallace], 58 (Jl) 
“hallucinations a troix” [Lukianowicz], 
322 (S) 
Hospitals 
neuropsychiatric: practice of surgery in 
[Marchand], 123 (Ag) 
outpatient clinic: patients’ and _ physi- 
cians’ judgments of outcome of psy- 
chotherapy in [Board], 185 (Ag) 
Hyperkinesis 
and organicity in children [Knobel et 
al.], 310 (S) 
Hyperponesis [Whatmore & Ellis], 91 (Jl) 


I 


Imagination 
in natural history of schizophrenic ill- 
ness [Cappon], 17 (Jl) 
Infanticide 
obsessions of [Chapman], 12 (Jl) 
Insulin 
effect of repeated doses on excretion of 
pyrocatecholamines [Sourkes et al.], 
275 (S) 
Iproniazid 
reserpine, triiodothyronine, and: effect 
on patients with mental illness [Gal- 
lagher et al.], 215 (Ag) 


L 


LSD-25: See Lysergie acid diethylamide 
Lysergic acid diethylamide 
experience: comparison with delirium 
tremens [Ditman & Whittlesey], 47 
(Jl) 
mescaline, 2-bromo-d-lysergic acid di- 
ethylamide, and: acquired and crossed 
tolerance to [Balestrieri & Fontanari], 
279 (S) 


M 


Marsilid: See Iproniazid 
Mealtimes 
influences on SHP readings [Peck], 39 
(Jl) 
Mecholyl: See Methacholine 
Mental disease: See also Neuroses, Psy- 
choses 
effects of reserpine, iproniazid, and 
triiodothyronine, and of reserpine 
alone on [Gallagher et al.], 215 (Ag) 
perception and communication in pa- 
tients with [Rioch], 81 (Jl) 
Mental status 
examination of: empirical observations 
[Bostian et al.], 253 (S) 
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Meprobamate 
potentiating effect of alcoho] on [Kopf- 
mann & Hughes], 7 (Jl) 
Mescaline 
LSD-25, BOL-148, and: acquired and 
crossed tolerance to [Balestrieri & 
Fontanari], 279 (S) 
Methacholine 
variability in responses of schizophrenic 
patients to [Vander Kamp et al.], 250 
(S) 
Metrazol: See Pentylenetetrazol U. S. P. 
Motor activity 
in depressed states: electromyographic 
study [Whatmore & Ellis], 70 (Jl) 


N 


Nervous system 
central: potentiating effect of alcohol on 
tranquilizers and other depressants 
[Kopfmann & Hughes], 7 (Jl) 
Neuropsychiatric disease 
efficacy of family care of patients with 
[Ullmann & Berkman], 273 (S) 
Neuropsychiatry 
hospitals for: practice of surgery in 
[Marchand], 123 (Ag) 
Neuroses 
orgasm, nocturnal, in women 
[Winokur et al.], 180 (Ag) 
parents of patients with [Fisher et al.], 
149 (Ag) 
Norepinephrine 
and epinephrine, infused: disappearance 
rates from plasma in normal and 
schizophrenic patients [Cohen et al.], 
228 (Ag) 


with 


Old Age: See Geriatrics 
Organicity 

hyperkinesis and, in children [Knobel et 

al.], 310 (S) 

Orgasm 

nocturnal, in women: relation to psy- 
chiatric illness, dreams, and develop- 
mental and sexual factors [Winokur 
et al.], 180 (Ag) 


Pentobarbital 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 
Pentylenetetrazol U. S. P. 
evaluation in geriatric patients [Robin- 
son], 41 (Jl) 


Perception 
and communication in mental illness 
[Rioch], 81 
self-percepts among ulcer patients 


[Lieberman et al.], 167 (Ag) 


A.M.A. ARCHIVES OF GENERAL PSYCHIATRY 


Phantasy 
morphology and other parameters in 
schizophrenias [Cappon], 17 (Jl) 
Phenaglycodol 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 


Phosphates 
high-energy bonds: production in schizo- 
phrenia [Gottlieb et al.], 243 (S) 


Prochlorperazine 
chlorpromazine, triflupromazine, and: 
treatment of chronic psychosis [Han- 
lon et al.], 223 (Ag) 


Protein 
metabolism in anorexia nervosa [Bor- 
jeson & Wretlind], 288 (S) 


Psychiatry 

statistics, science, and [Thorpe & 
Baker], 338 (S) 

terminations of treatment: reasons 


[Gedo], 3 (Jl) 


Psychoses: See also specific psychoses by 

name 

adrenolutin-like substance in urine of 
patients with [Sulkowitch & Alts- 
chule], 108 (J1) 

chronic: chlorpromazine, triflupromazine, 
and prochlorperazine in [Hanlon et 
al.], 223 (Ag) 

effect of blood plasma from patients 
with, on activity levels of white rats 
[Stern et al.], 342 (S) 

orgasm, nocturnal, in women with 
[Winokur et al.], 180 (Ag) 

symptom-rating scale for use with pa- 
tients with [Jenkins et al.], 197 (Ag) 


Psychotherapy 

difficulties in practice of [Gedo], 3 (Jl) 

direct instigation of behavioral changes 
[Stevenson], 99 (J1) 

in outpatient clinic: patients’ and phy- 
sicians’ judgments of outcome [Board], 
185 (Ag) 

transactional model for [Grinker], 132 
(Ag) 


Pyrocatecholamines 
excretion: effect of repeated doses of in- 
sulin on [Sourkes et al.], 275 (S) 


R 


Race 
influence on SHP readings [Peck], 37 
(Jl) 


Reserpine 

evaluation in geriatric patients [Robin- 
son], 41 (Jl) 

iproniazid, triiodothyronine, and: effect 
on patients with mental illness [Gal- 
lagher et al.], 215 (Ag) 

potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 
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Response 
inability to respond to stimuli: effect of 
alcohol and tranquilizers [Kopfmann 
& Hughes], 10 (Jl) 
Rigidity 
chronicity, schizophrenia, and [Bover- 
man], 235 (S) 


Ss 


Saliva 
secretion test: See SHP test 
Schizophrenia 
chronic: delusion formation during ac- 
tivation [Stone & Eldred], 177 (Ag) 
episodic behavioral disorders: epilepsy 
or [Monroe], 205 (Ag) 
maintenance of stereotyped roles in 
families of patients with [Ryckoff et 
al.], 93 (Jl) 
morphology and other parameters of 
phantasy [Cappon], 17 (Jl) 
neurophysiologic variants in [Vander 
Kamp et al.], 250 (S) 
patients with: disappearance rates of 
infused epinephrine and norepineph- 
rine from plasma [Cohen et al.], 228 
(Ag) 
parents of patients with [Fisher et al.], 
149 (Ag) 
production of high-energy phosphate 
bonds [Gottlieb et al.], 243 (S) 
rigidity, chronicity, and [Boverman], 235 
(S) 
Science 
statistics, psychiatry, and [Thorpe & 
Baker], 338 (S) 
Sex 
influence on SHP readings [Peck], 36 
(Jl) 
relation of nocturnal orgasm in women 
to sexual factors [Winokur et al.], 
180 (Ag) 
transsexualism: report of case [North- 
rup], 3382 (S) 
SHP test 
in detection and measurement of depres- 
sion [Peck], 35 (Jl) 
Smoking: See Tobacco 
Sodium 
glutamate: potentiating effect on tran- 
quilizers [Kopfmann & Hughes], 7 
(Jl) 


CUMULATIVE SUBJECT INDEX 


Statistics 
science, psychiatry, 
Baker], 338 (S) 
Strongin, Hinsie, and Peck test: See SHP 
test 
Surgery 
practice in neuropsychiatric hospital 
[Marchand], 123 (Ag) 


and [Thorpe & 


T 


Time of day 
influence on SHP readings [Peck], 39 
(Jl) 


Tobacco 
influence of smoking on SHP readings 
[Peck], 38 (Jl) 


Tranquilizers 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 


Transvestism 
male: report of case [Northrup], 332 
(S) 


Triflupromazine 
chlorpromazine, and _ prochlorperazine: 
treatment of chronic psychosis [Han- 
lon et al.J], 228 (Ag) 


Triiodothyronine 
reserpine, marsilid, and: effect on pa- 
tients with mental illness [Gallagher 
et al.] 215 (Ag) 


Trionine: See Triiodothyronine 


U 


Ulcers 
self-perceptual patterns among patients 
with [Lieberman et al.], 167 (Ag) 


Urine 
adrenolutin-like substance in psychotic 
and depressed patients [Sulkowitch & 
Altschule], 108 (J1) 


W 
Weight (body) 


influence on SHP readings [Peck], 38 
(Jl) 
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The ultimate goal of every psychia- 

SC . A RG cr trist is tosee his hospitalized patients 

discharged. Paecatal can help in 

attaining this objective. Pacatal is 

excellent for patients with a promising future —-those who have been hospi- 

talized less than two years—because it keeps them accessible, ambulatory, 

and alert. On Paeatal, patients display a greater warmth of personality and 

willingness to cooperate. They are more responsive to psychotherapy and 
are able to establish a better relationship within their environment. 


In a one-year follow-up study of 67 schizophrenic patients treated with 
Pacatal, Vorbusch' found that 23 (or 34 per cent) were able to leave the 
hospital, and only 6 had to return for further treatment. A similar report 
by Feldman? noted a 36 per cent release rate in Pacatal-treated patients, 
with only 9 per cent returning from parole. 


Dosage: Institutionalized patients—range 100 to 500 mg. per day (average 300 mg.). 
Usually begin with 50 mg. b.i.d., increase by 50 mg. every 5 to 7 days. 
Ambulatory patients—symptoms usually controlled with 25 mg. 3 or 4 times daily. 


Supplied: 25 and 50 mg. tablets in bottles of LOO or 500. 
Available in 2 ce. ampuls (25 mg./ec.) for parenteral use. 


References: 1. Vorbusch, H. J.: J. Clin. & Exper. Psychopath., (Jan.-Mar.) 1950 
2. Feldman, P. E.: Am. J. Psychiat. 175:736 (Feb.) 1959. 


for normalization . not sedation 


Pacatal 


brand of mepazine 
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